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HISTORY OF ORGANIZATION. 



The Medical Association of the Greater City of New 
York was incorporated April 5, 1899. 

It was organized for the purpose of having a Society 
of the highest class in the character of its membership 
and of its scientific work, which should represent the 
best elements in the medical profession in all the five 
boroughs of the enlarged city. 

The Presidents of the Society have been as follows: 
Dr. Austin Flint, elected in June, 1899. 
Dr. Robert F. Weir, " January, 1900. 
Dr. Andrew H. Smith, " '* 1902. 

Dr. Thomas E. Satterthwaite, " 1904. 



COMMITTEE ON PUBLICATION. 



At a meeting of the Executive Council held June i, 
1905, the Recording Secretary, Dr. P. Brynberg 
Porter, was authorized to issue the Year Book of the 
Association for 1905. 
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EXTRACTS FROM THE BY-LAWS OF THE 
ASSOCIATION. 



"The object of this organization is to bring together in 
association members of the profession of medicine resid- 
ing in the various Boroughs of the City of New York, having 
a community of sentiment relating to the honor and useful- 
ness of the profession, for the purpose of mutual improve- 
ment and the proper application of the Science and Art of 
Medicine, in all their relations, as physicians, both in public 
and private practice." 

"The officers of the Association shall be as follows: ist. 
President ; 2d, Vice-President ; 3d, Recording Secretary ; 4th, 
Corresponding and Statistical Secretary; 5th, Treasurer, to 
be elected by tfie Association. These titular officers, together 
with the Chairman for the Boroughs of Manhattan, The 
Bronx, Brooklyn, Queens and Richmond, to be elected by 
the members respectively residents therein, and two additional 
members, to be elected by the Association at large, shall con- 
stitute an Executive Council; which Executive Council, for 
all legal purposes, shall, after April 5, 1900, be the Trustees 
of the Association. There shall also be an Historian of the 
Association, who shall be appointed, for an indefinite period, 
by the Executive Council." 

"The annual dues for each current year, payable in ad- 
vance after each annual meeting, shall be three dollars." 

"Members whose dues and assessments are not fully paid 
shall not be candidates for any official position in the As- 
sociation, nor shall they be entitled to vote in its executive 
sessions." 

"The Annual Meeting of the Association shall be held on 
the second Monday in January of each year." 

**No member who has been recommended by the Execu- 
tive Council and elected at any annual meeting, shall be per- 
mitted to vote at the same annual meeting." 

*'The stated meetings of the Association shall take place 
on the second Monday in February, March, April, May, June, 
October, November and December of each year." 
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Watkins, Robert L., 20 W. 34th St., Borough of Man- 
hattan. 

Watts, Robert, 45 W. 36th St., Borough of Manhattan. 

Watts, Robert, Jr., iii E. 35th St., Borough of Manhat- 
tan. 
Weber, Leonard, 25 W. 46th St., Borough of Manhattan. 

Weber, Leonard G., 624 Lexington Ave., Borough of Man- 
hattan. 
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Weeks, John E., 46 E. 57th St., Borough of Manhattan. 
Weiher, Charles L., 71 E. 79th St., Borough of Manhattan. 
Weil, Richard, 163 W. 86th St., Borough of Manhattan. 

Weir, Robert Fulton, 30 W. 50th St., Borough of Manhat- 
tan. 

Weismann, Francis H., 218 E. 17th St., Borough of Man- 
hattan. 

Welker, Franklin, 344 W. 145th St., Borough of Manhat- 
tan. 

Westbrook, Richard Ward, 1145 Dean St., Borough of 
Brooklyn. 

Wheeler, Edward A., no Ross St., Borough of Brooklyn.. 

Wheelwright, Joseph S., 50 E. 53d St., Borough of Man- 
hattan. 

White, John Blake, 1013 Madison Ave., Borough of Man- 
hattan. 

White, John J., 2148 Fifth Ave., Borough of Manhattan. 

White, William A., 461 W. 43d St., Borough of Man- 
hattan. 

Whiting, Charles Allen, 70 W. 47th St., Borough of Man- 
hattan. 

Wilcox, Reynold Webb, 679 Madison Ave., Borough of 
Manhattan. 

Willard, Thomas H., i Madison Ave., Borough of Man- 
hattan. 

Williams, Herbert F., 197 Gates Ave., Borough of Brook- 
lyn. 

Williams, Mark H., 116 W. 129th St., Borough of Man- 
hattan. 

Wilson, Arthur S., 120 E. 34th St., Borough of Manhat- 
tan. 

Wilson, Frederic N., 106 W. 47th St., Borough of Man- 
hattan. 

Winters, Joseph E., 25 W. 37th St., Borough of Man- 
hattan. 

Wood, John Scott, 172 Sixth Ave., Borough of Brooklyn. 
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Wood, J. Walter, Port Richmond, Borough of Richmond. 

Wood, Philip M., 443 Fulton St., Jamaica, Borough of 
Queens. 

Worster, Willard Parker, Hotel Majestic, 2 W. 726 St., 
Borough of Manhattan. 

Wunderlich, Frederick W., 165 Remsen St., Borough of 
Brooklyn. 

Wyckoff, Peter B., 23 W. 57th St., Borough of Manhattan. 

Wylie, Robert Hawthorne, 36 W. 3Sth St., Borough of Man- 
hattan. 

Wylie, W. Gill, 28 W. 40th St., Borough of Manhattan. 

W)mkoop, Daniel Woodbury, 128 Madison Ave., Borough 
of Manhattan. 

W)aikoop, Gerardus H., 128 Madison Ave., Borough of 
Manhattan. 

Young, John Van Doren, 60 W. 76th St., Borough of Man- 
hattan. 

Young, William E., The Sydenham, 616 Madison Ave., 
Borough of Manhattan. 

Zabriskie, Fred Templeton, 58 W. 47th St., Borough of 
Manhattan. 

Zimmerman, Edwin, 297 W. nth St., Borough of Man- 
hattan. 



Beceaseb ifellows 

3une 13, 1904 to June 12, 1905- 

Henry Tuck, - - - Borough of Manhattan 
Died September 2, 1904. 

Mortimer W. Shaw, - Borough of Manhattan 
Died February 22, 1905. 

John H. Hinton, - - Borough of Manhattan 
Died April 26, 1905. 

Warren SchoonovER, Jr., Borough of Manhattan 
Died June 12, 1905. 
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THE DEATH OF DR. HENRY TUCK. 



At a stated meeting of the Association, held November 
14, 1904, the following report was presented and adopted : 

Your Committee on the Death of Dr. Henry Tuck has 
the honor to make the following report : 

JOHN P. MUNN, 

RICHARD H. DERBY, 

W. GILL WYLIE, 

Committee. 

Henry Tuck was bom in Barnstable, Mass., in 1842. He 
received his preparatory education at the Boston Public 
Latin School, was graduated from Harvard College in 1863, 
began the study of medicine, and in 1867 received his degree 
at the Harvard Medical School. In 1865 he served for a 
short time in the Army of the James as Acting Assistant 
Surgeon, taking part in the last campaign, and being pres- 
ent at General Lee's surrender at Appomattox. Becoming 
seriously ill, he resigned from the Army. 

After graduating in medicine he went abroad, spending 
a year or more in post-graduate work, most of the time at 
Vienna. He began the practice of medicine in Boston in 
1868, and by his industry and skill was soon recognized by 
the profession, receiving several appointments, among oth- 
ers those of visiting physician to the Boston Lying-in Hos- 
pital, and physician to outdoor patients of the Massachu- 
setts General Hospital. In addition, he served as Manager 
in several leading charitable societies. He was for ten years 
Medical Referee and Examiner in Boston for the Mutual 
Life, the New York Life, and the United States Life Insur- 
ance companies. 

In November, 1877, soon after removing to New York 
Qty, he was elected one of the Medical EHrectors of the 
New York Life Insurance Company, in 1878 was made a 
Trustee, in 1883 was made Second Vice-President, and in 
1885 became Vice-President of the same company. This 
latter positi(Mi he held until September 2, 1904, the date of 
his death. 
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Dr. Tuck was greatly interested in the Society for the 
Relief of Widows and Orphans of Medical Men, and for 
many years acted as its Treasurer, only giving up his posi- 
tion last winter, when failing health compelled him to do so. 

In 1873 he married Emma R. Beers, the daughter of Wm. 
H. Beers, of the New York Life Insurance Company in 
this city, who died on November 9, 1898. Two sons and 
one daughter by this marriage are still living. On Septem- 
ber 23, 1902, he married Mrs. Eleanor B. Hammond. 

Although Dr. Tuck took a very active part in the man- 
agement of the life insurance company, he always retained 
his interest in medicine, and in the friendships he had formed 
with members of his profession. Those who were intimately 
connected with Dr. Tuck, both in his business and in his 
professional life, will always remember him as an unusu- 
ally competent, faithful and successful man in whatever he 
undertook. 
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THE DEATH OF DR. JOHN H. HINTON. 



At a stated meeting of the Association, held June 12, 
1905, the following report was presented and adopted: 

Dr. John H. Hinton, one of the founders of this Asso- 
ciation, was bom in the city of New York in 1827, or nearly 
fourscore years ago. He was the son of Jdtin and Helen 
Eraser Hinton, also of New York City. Dr. Hinton was 
on€ of the rare examples of a typical New Yorker. From 
early youth he had watched with civic pride the marvellous 
development and wonderful progress of the old town to the 
greater city of New York. Places that once resounded to 
the sound of his gun while hunting for game are now com- 
pact with city blocks. Places where he gathered specimens 
for his cabinet of minerals are now covered with palatial 
dwellings. 

He received his medical education at the College of Phy- 
sicians and Surgeons, of this city, and was graduated in 
1852. He then spent two years in Germany, continuing 
his studies in special branches. After his return he was 
married to the daughter of Henry Elwood, a merchant of 
New York. She and three children survive him. For many 
years he was associated with Dr. Alfred C. Post, whom a 
few of us remember as a genial and lovable man. One of 
Dr. Hinton's children bears the doubly honored name of 
Alfred Post Hinton. At the outbreak of the Civil War 
Dr. Hinton entered the U. S. Army as Surgeon. At the 
close of the war he was appointed Visiting Surgeon to the 
Presbyterian Hospital. 

Dr. Hinton, though deeply interested in everything that 
pertained to his profession, was fortunately not entirely 
dependent upon it for his support, and found time to apply 
himself to those pursuits which attract a man of culture and 
means. He was an enthusiastic and discriminating lover 
of rare books, and his collection, the product of years of 
search, is, in its various branches, one of the most valuable 
in the city. He was also fond of the drama in its higher 
and better forms, and for many years was the friend of 
Joseph Jefferson. Two of the chief traits in Dr. Hinton were 
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his outspoken candor and his sterling integrity. He was 
for many years Treasurer of the New York Pathological 
Society, of the Society of Widows and Orphans of Medical 
Men, and of the American Folk Lore Association. As a 
citizen interested in the welfare of the State and nation, he 
was a member of the Union League Qub ; as a patron of 
literature and the drama, of the Grolier and Players' clubs. 
In art and natural science he filled a place in the Metropoli- 
tan Museum of Art, the American Museum of Natural His- 
tory, the American Geographical Society, and the New York 
Botanical and Zoologicd societies. 

A broad-minded man, a sincere man, a man of unswerv- 
ing integrity, loved and respected, his life filled with years 
and honors, after a lingering illness of two months he passed 
over to the great majority, to receive the reward of faithful 
service, on Sie 26th day of April, 1905. 

Your G>mmittee, in presenting this record, offer the fol- 
lowing resolutions: 

Resolved, That by the death of Eh*. John H. Hinton this 
Association has lost a distinguished and honored member. 

Resolved, That we extend to the bereaved family our 
profound sympathy for them in this the time of their sorrow. 

R. E. VAN GIESON, 

P. BRYNBERG PORTER, 

J. BLAKE WHITE, 

Committee. 
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PAPERS READ BEFORE THE ASSOCIATION. 



ABBE, R. — Intestinal Obstruction Following Operations for 
Appendicitis. December, 1905. 

ALDERTON, H. A.— A Symptom Indicating the Probable 
Development of Mastoiditis, and the Necessity 
for Early Operation. October, 1902. 

ALLEMAN, L. A. W.— Retinal Findings, with Cerebral 
Concussion. June, 1901. {American Medi- 
cine, 1901.) 

AYRES, W.— Lavage of the Renal Pelvis in the Treatment 
of Bright's Disease. March, 1905. 

BALDWIN, L. G.— A Case of Properitoneal (Interstitial) 
Hernia. January, 1900. (Medical Record, 
Jan. 20, 1900.) 

BARUCH, S. — ^Hydrotherapy for Typhoid Fever in Private 
Practice. October, 1900. 

BECK, C. — The Operation for Hypospadias, with the Dem- 
onstration of Three Cases Successfully Treated 
by the Forward Dislocation of the Urethra. 
October, 1900. (N. Y. Med. Journal, Dec. 8, 
1900.) 

BENNETT, T. L.— Chloroform Syncope and Its Treatment. 
May, 1903. (Medical News.) 

BERG, A. A. — Remarks on Subphrenic Abscess, with Re- 
port of Three Cases and Presentation of Pa- 
tient. October, 1899. 
— The Indications for Surgical Interference in Chole- 
lithiasis. October, 1899. 
— Perforated Gastric and Duodenal Ulcers, with Re- 
port of Four Cases Treated by Operation. 
March, 1903. (Medical Record, 1903.) 

BERG, H. W. — Glio-Sarcoma of the Base of the Brain. 
Pressing Upon and in Front of the Left Lobe 
of the Cerebellum, with Remarks on the Lo- 
calization of Cerebellar Disease. May, 1900. 
(Mount Sinai Hospital Reports, 1901.) 
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— Clinical and Other Features of the Present Epidem- 
ic of Cerebro-Spinal Meningitis. June, 1904. 
(N. Y. Medical Journal and Philadelphia Med. 
Journal Consolidated.) 

— ^The Present Limitations of Serum Therapy. April, 
1905. {Medical Record, May 6, 1905.) 

BLAKE, J. A.— The Operative Treatment of Umbilical Her- 
nia in Adults. January, 1901. {Medical Rec- 
ord, May 25, 1901.) 

BOZEMAN,N. G. — Counter-opening in the Vagina for Ar- 
tificial Bladder Ehrainage. April, 1904. 

BRADLEY, C. C— Trachoma in Children. May, 1905. 

BRANNAN, J. W.— The Treatment of Diphtheria as Car- 
ried out in the Willard Parker Hospital. April, 
1900. 

BRANTH, J. H.— Demonstration of Two Cases of Extro- 
phy of the Bladder, with Suggestions for a 
New Operation. June, 1899. {Medical Recr- 
ord, Sept, 16, 1899.) 

— Case of Excision of the Elbow Joint, Followed by 
a False Joint with Restored Function of Arm. 
June, 1899. 

— The Growth of New Bone from Periosteum. Ju^e, 
1901. (A^. Y, Med, Journal, 1901.) 

— Roentgen Rays in the Treatment of Cancerous and 
Skin Affections and of Epilepsy and in Diag"- 
nosis. January, 1904. {N. Y. Med. Jourtud 
and Philadelphia Med, Journal, Consolidated, 
June II, 1904.) 

BRUSH, A. C. — Professional Responsibility in the Diagno- 
sis and Care of the Insane. January, 1905. 
{American Medicine,) 

BUTLER, G. R.— The Treatment of Lobar Pneumonia. No- 
vember, 1903. {Transactions Amer. Climato- 
logical Association, 1903.) 
— Prophylaxis and Medical Treatment of Diseases of 
the Pancreas. February, 1904. {Medical 
News, May 21, 1904.) 

* Read by invitation. 
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CAILLE, A.— Cow's Milk for Infant Feeding.* June, 1904. 

CHAPIN, H. D.— Epidemic Poliomyelitis in Children.* 
March, 1900. 
— The Heart and Circulation in Diphtheria.* April, 
1900. 

COE, H. C. — ^The Induction of Premature Labor. March, 
1902. 

COLEY, W. B. — ^Acute Traumatic Malignancy, with a Re- 
port of Cases. November, 1900. (Medical 
News, April 13 and 20, 1901.) 

CORNING, J. L.— The Neuro-Physiological Aspect of Spi- 
nal Anaesthesia. December, 1900. {Med. Re- 
view of Reviews, 1901.) 
— Neurological Aspects of Anaesthesia. June, 1903. 

CRAGIN, E. B.— Metorrhagia Due to Inflammatory Proc- 
esses Within the Pelvis. February, 1901. 

CROOK, J. K.— The Early Diagnosis of Pleuritic Effu- 
sions. November, 1901. (Medical News, April 
12, 1902.) 

DEAVER, JOHN B.— The Surgical Treatment of Pancre- 
atic Diseases.* February, 1904. (American 
Medicine, March 19, 1904.) 

DESSAU, S. H.— The Therapeutic Value of the Internal 
Use of Carbolic Acid. June, 1902. 
— Treatment of Scarlet Fever. May, 1904 

DICKINSON, R. L.— Time-Saving and Labor-Saving De- 
vices in the Office Work of Surgeon and Gy- 
naecologist. June, 1902. (Medical Record, 
1902.) 

DUEL, A. B.— <)perative Interference in Diseases of the Ear 
in Qiildren : Its Limitations. May, 1905. 

DUNHAM, E. K. — Introductory on Immunity.* April, 
1905. 

EDEBOHLS, G. M.— Renal Decapsulation for Chronic 
Bright's EKsease. February, 1903. (Medical 
Record, March 28, 1903.) 

EDGAR, J. C. — ^The Causes and the Significance of the Ob- 
stetric Hemorrhages. February, igoi. (Amer- 
ican GyncBcological and Obstetrical Journal, 

April, 1901.) 

* Read by invitation. 
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EINHORN, M. — A New Oesophagoscope. December, 
1901. {Medical Record, Jan, 25, 1902.) 
A New Method of Testing the Motor Power of the 
Intestine. October, 1902. 

FISHER, E. D.— Myelitis: Its Rarity Outside of Trau- 
matic Conditions. March, 1900. 

FLEXNER, S.— Infection with the Bacillus of Dysentery, 
with Especial Reference to Its Role in the 
Summer Diarrhoeas of Children.* October, 
1902. 

FLINT, A. — Inaugural Address. October, 1899. 

FOWLER, G. R. — Spinal Analgesia in General Surgery — 
A Study of Eighty-one Cases Operated Upon 
Under Analgesia Obtained by Subarachnoid 
Spinal Cocainization. December, 1900. {Med- 
ical Neivs, Jan, 5, 1901.) 

FREUDENTHAL, W.— Some of the European Sanatoria 
for Consumptives, and the Pinal Aims of 
Phthisisotheraphy. December, 1899. {Medi- 
cal News, Feb, 24, 1900. , Von Leyden's Zeit- 
schrift fur Tuberkulose, 1901.) 
— ^The Indications for Operative Interference in Tu- 
berculous Growths in the Larynx. March, 
1902. 

GABRIEL, M. S. — Presentation of Specimens of Vesical 
Calculi, with Remarks. June, 1899. 

GALLANT, A. E. — The Puerpera : Her Care and Comfort 
During Convalescence. December, 1903. 
{American Medicine, May 14, 1904.) 
— Postpartum Tubo-ovarian Abscess Causing Hy- 
dronephrosis. December, 1903. {Mescal 
News, May 28, 1904.) 

GANT, S. G.— Fistula in Ano: Its Relation to Phthisis. 
June, 1900. 
— The Non-Medicinal Treatment of Constipation, 

April, 1903. {Med. Record.) 
— Sterile Water Anaethesia in the Office Treatment 
of Rectal Diseases. December, 1903. {N. Y. 
Med. Journal and Phila. Med. Journal Con^ 

solidated, Jan. 23, 1904.) 

* Read by invitation. 
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GARDNER, A. W. — Experimental Researches on Resusci- 
tation After Death from Chloroform. May, 

1903. {N. Y, Med. Journal,) 
GOLDAN, S. O. — Intra-Spinal Cocainization from the An- 
aesthetist's Standpoint. December, 1900. (iV. 
Y, Med, Journal, Dec. 22, 1900.) 

— ^Anaesthetization as a Specialty: Its Present and 
Future. March, 1901. {American Medicine, 
1901. 

— Relation of the Anaesthetist to the Patient and to 
the Surgeon. June, 1903. (A^ Y, Med, Jour- 
nal.) 
GUITERAS, R.— The Treatment of Urethral Strictures. 
January, 1902. 

GWATHMEY, J. T.— Gas-Ether Inhaler. June, 1903. 
HAVARD, V. — Is Mortality Necessarily Higher in Trop- 
ical Than in Temperate Climates? October, 

1904. {American Medicine, Jan. 7, 1905.) 
HEITZMANN, L. — Some Errors in the Examination of 

Urine. November, 1900. {Medical News, 
April 20, 1901.) 

HEMMETER, J. C— Advances in the Physiology of the 
Pancreas and Their Application to the Diag- 
nosis of Diseases of the Pancreas.* February, 
1904. 

HEPBURN, N. J. — Cocaine Anaesthesia in Eye Affecti(»is. 
January, 1901. 

ILLOWAY, H.— The Importance of Proper Dietary Regi- 
men in the Treatment of Heart Affections. 
An Attempt to Formulate Rules Therefor. 
March, 1901. {American Journal of the Med. 
Sciences, March, 1902.) 
— ^The Prophylaxis of Appendicitis. November, 1902. 
{N. Y. Med. Journal, Feb. 21, 1903.) 

KELLY, H. A.— The Treatment of Pyelitis.* March, 1905. 
{Medical Record, April 8, 1905.) 

KEMP, R. C. — Experimental Researches on Resuscitation 
After Death from Chloroform. May, 1903. 

(N. Y. Med. Journal.) 

* Read by invitation. 
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— ^Dilatation of the Stomach and Gastroptosis. Match, 

1904. (Medical News.) 
— ^Mucous Colic. December, 1904. (American Med- 

icine, March 4, 1905.) 

KERLEY, C. G.— Symptomatology of Acute Otitis in Chil- 
dren. May, 1905. (N. Y. Med. Journal and 
Phila. Med. Journal.) 

KINNICUTT, F. P.— Treatment of the Uraemic State. 
March, 1903. 

LEIE, K W. — Personal Experience Regarding Anaesthetics. 
June, 1903. (N. Y. Med. Journal.) 

LEE, E. — Food as a Factor fai the Causation of Disease. 
April, 1901. 

LILIENTHAL, H. — Remarks on the Surgical Aspects of 
Dr. H. W. Berg's Case of Glio-Sarcoma of 
the Base of the Brain. May, 1901. (Mount 
Sinai Hospital Reports, 1901.) 

LOCKWOOD, G. R., JR.— Dilatation of the Stomach. 
March, 1904. 

MABBOTT, J. M. — ^Asepsis and Antisepsis in Obstetrics; 
also, "Sterile Gauze," and "Sterile Water." 
February, 1905. (N. Y. Med. Journal and 
Phila. Med. Journal, April 8, 1905.) 

MARKS, S. — Obstetrical and Gynaecological Aspect of Spi- 
nal Anaesthesia.* December, 1901. 

MARSHALL, H. T, — ^Therapeutic Value of Antitoxic 
Sera.* April, 1905. (N. Y. State Journal of 
Medicine.) 

McWILUAMS, C A.— Resection of Twenty-three Inches 
of Gangrenous Intestine Due to a Volvulus 
Following a Second Attack of Appendicitis. 
Report of Thirty-three Cases of Intestinal Ob- 
struction Caused by Unoperated Appendicitis. 
December, 1904. (N. Y. Med. Journal and 
Phila. Med. Journal, Feb. 25 and March 4, 
1905.) 

MORRIS, R. T.— Surgical Treatment of Hepatic Cirr- 

hosis. November, 1904. 

* Read by invitation. 
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MORTON, W. J.— Radiotherapy for Cancer and Other Dis- 
eases. April, 1902. (Medical Record, May 
24, 1902.) 

MULLER, G. P.— Pathology of Pancreatic Diseases.* Feb- 
ruary, 1904. (American Medicine, March 19, 
1904.) 

NOYES, W. B. — ^A Case of Cerebral Concussion and Hys- 
tero-Epilepsy. June, 1901. 

OPIE, E. L. — ^Phagocytosis in Its Relation to Immunity.* 
April, 1905. 

OSBORNE, O. T.— The Significance of Variations in the 
Internal Secretions.* December, 1902. (Med- 
ical News, April 4, 1903.) 

PEARCE, R. M. — Experimental Pancreatitis Considered in 
Its Relation to the Acute Forms of Pancreatitis 
in Man.* February, 1904. (American Medi- 
cine, May 28, 1904.) 

PEASE, H. D.— Therapeutic Value of Bacterial Sera.* 
April, 1905. (American Medicine.) 

PETERSON, F.— What the State of New York is Doing 
for the Insane and for the Advancement of the 
Science of Medicine. Jantutry, 1905. (Medi- 
cal News, April 22, 1905.) 

PHELPS, A. M.— The Etiology, Pathology and Treatment 
of Joint Diseases. May, 1902. 

PILCHER, L. S.— The Radical Relief of Urinary Obstruc- 
tion Due to Prostatic Hypertrophy. June, 
1905. 

PORTER, W. H.— The Right and Wrong Use of Digitalis 

Based on Cardiac Pathology. December, 1901. 

(Medical News, May 3, 1902.) 

— ^The Constitutional Treatment of Bright's Disease. 

March, 1905. (The Post-Graduate, April, 

1905.) 

POTTED, E. S. — Supra-Scrotal Operation for Varicocele, 
with Ligature of the Spermatic Artery. March, 
1903. (N. Y. Med. Journal, May 2, 1903.) 

POWELL, J. L. — Mosquitoes and Malaria.* October, 1904. 
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ROSE, A. — ^The Therapeutical Application of Carbonic Acid 

Gas. November, 1899. {N. Y. Med. Journal, 

Jan. 6 and 13, 1900.) 
— Gastroptosis. March, 1904. {Medical News, July 

16, 1904,) 
— Mucous Colic and Gastropsia. December, 1904. 

{American Medicine, March 4, 1905.) 

SANDS, R. A.— The Etiology and Treatment of Acne Vul- 
garis. January, 1900. 
— ^The Treatment of Ordinary Forms of Loss of Hair. 
November, 1902. 

SARIL, H. D. — On the General Aspects of Corneal Astig- 
matism. November, 1901. 

SATTERTHWAITE, T. E.~The Treatment of Cardiac 
Affections. December, 1901. {The Post- 
Graduate, January, 1902.) 
— Inaugural Address ; Introduction to EMscussion on 
Pancreatic Diseases. February, 1904. {The 
Post-Graduate, July, 1904.) 

SAVAGE, T. R. — ^Remarks on Symphyseotomy, with Re- 
port of Three Cases. November, 1899. 

SHOEMAKER, J. V.— Tropical Malaria.* October, 1904. 
{Medical News, Dec. 17, 1904.) 

SMITH, A. H. — Uterine Hemorrhages Due to Organic Dis- 
eases in Other Organs and. to Constitutional 
Disturbances. February, 1901. 

— Inaugural Address. February, 1902. 

— Specific Medication. February, 1902. {Med. Rec- 
ord, March 15, 1902.) 

— Vacation Jottings ; Medical Observations at the In- 
ternational Medical Congress at Madrid, and 
Elsewhere in Europe. October, 1903. {Med. 
Critic, October, 1903.) 

— Farewell Address. February, 1904. 

SPOONER, H. G.— The Bladder in Health and Disease, as 
Demonstrated by the Cystoscqpe. {Med. Rec- 
ord, April 16, 1904.) . 

STARK, M. — Universal Inhaler. June, 1903. 
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STOCKTON, C. G. — Qassification and Symptomatology of 
Diseases of the Pancreas.* February, 1904. 
(Medical News, May 21, 1904.) 

STURMDORF, A.— Perineum, Perineorrhaphy and Pro- 
lapse. February, 1905. (Medical Record, 
April I, 1905.) 

SYMS, P. — Perineal Prostatectomy by an Original Tech- 
nique.* June 12, 1905. 

THOMSON, W. H.— Cholelithiasis : Its Diagnosis and 
Treatment. October, 1901. (N. Y. Med. 
Journal, March i, 1903.) 
— ^Uraemia and Its Treatment. January, 1903. (Med- 
ical Record, May 16, 1903.) 

TOUSEY, 3.— Relation of X-Ray and Radio-active Solu- 
tions to Examination of the Stomach. March, 
1904. 
— Treatment of Tuberculosis of the Larynx and Pros- 
tate by the X-Ray, High-Frequency Currents, 
and the Cooper-Hewitt Light. April, 1904. 

VAN GIESON, R. E. — Serious Vomiting of Pregnancy. 
June, 1902. 
— Infant Feeding and Milk Modification. June, 1904. 
(Medical News,) 

WEBER, L.— The Medical Treatment of the Acute Attack 
and the Management of Chronic Gallstone Dis- 
ease, with Special Reference to Cases Without 
Icterus. October, 1901. (Medical News, 1901.) 

— Endocarditis and Its Treatment. December, 1901. 
(N. Y. Med, Journal, 1902.) 

— A Case of Intestinal Obstruction from Old Adhes- 
ions. November, 1904. (The Post-Graduate, 
May, 1905.) 

— Cirrhosis of the Liver. November, 1904. 

WEEKS, J. E. — Eczematous Affections of the Eye in Chil- 
dren. May, 1905. 

WEIR, R. F. — Remarks on the Formation of an Artificial 
Anus. February, 1900. (Medical Record, 
April 21, 1900. 

* Read by invitation. 
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WELLS, B. H.— The Gynaecologist and the General Sur- 
geon: Their Respective Fields.* February, 
1905. (American Medicine, May 6, 1905.) 

WHITE, J. B.— The Diagnosis and Treatment of Diphthe- 
ria. April, 1900. (Pediatrics, Vol X., Na. 2, 
1900.) 
— ^Encysted Empyema, with Report of Four Cases 
Resulting in Perforation of the Lung Success- 
fully Operated Upon. November, 1901. 

WILCOX, R. W.— Internal Antisepsis. May, 1900. (Med- 
ical News, Oct. 6, 1900.) 
— Hydrophobia and that Sort of Thing. October, 

1903. (Med. Brief, July and August, 1904.) 

WILEY, H. W.— Proper Diet for the Tropics.* October, 

1904. (Inierstate Med. Journal, St. Louis.) 

WILLIAMS, H. F.— The Medical Treatment o£ Cholelith- 
iasis and Its Limitations. October, 1901. 
— ^The Treatment of Lobar Pneumonia. November, 
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THE SCIENTIFIC PROCEEDINGS OF THE ASSO- 
CIATION FROM OCTOBER, 1904, TO 
JUNE, 190S, INCLUSIVE. 



Stated Meeting, October 10, 1904. 

The evening was devoted to the general subject of 

TROPICAL DISEASES. 

The first paper was read by Major Junius L. Powell, 
Surgeon, U. S. Army, on 

MOSQUITOES AND MALARIA 

In it he gave the results of a series of investigations dur- 
ing the past summer at Fort Hamilton, N. Y., as embodied 
in a report which he had recently made to the Government. 
There had been quite a large number of cases of acute mala- 
rial fever among the troops stationed there, but, although 
mosquitoes were abundant, the most careful and continued 
search resulted in the discovery of but a single specimen 
of the anopheles variety. At the same time, there were con- 
ditions about the post and in its vicinity which had for- 
merly been regarded as sources of malaria, and he could 
not but believe, from this experience, that there were means 
other than the anopheles mosquito by which the infection 
was conveyed. 

TROPICAL MALARIA. 

The second paper on this subject was read by Dr. John 
V. Shoemaker^ Professor of Materia Medica, Pharmacolo- 
gy, Therapeutics and Qinical Medicine in the Medico-Chir- 
urgical College of Philadelphia. During and immediately 
after the Spanish-American war he had an opportunity erf 
observing this disease as it presented itself among the sol- 
diers' brought to the Medico-Chirurgical Hospital. Having 
referred to the intensity of the clinical phenc«nena and to 
the profound modification whidi in hot countries occurs in 
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the Plasmodium itself, he said that with the recognition of 
the parasite and the knowledge of its transmission by the 
mosquito, our conceptions of malarial infection in its dif- 
ferent forms have been rendered much more exact. We 
have also gained an immensely important advantage in the 
possession of absolute scientific tests for diagnosis. The 
study of the Plasmodium in its various phases has enabled 
us to devise the classification based upon purely clinical phe- 
nomena. The malarial paroxysm coincides with the sporu- 
lation of a group of the parasites contained in the red blood 
corpuscles. If the Plasmodium is present in various stages 
of development, the discharge of the spores and toxins is 
irregular. Accordingly, the typical periodicity of S)rmptoms 
is disturbed, and the fever assumes a remittent or continu- 
ous type. Dr. Shoemaker's worst cases were distinguished 
by the severity of the symptoms and the irregular course of 
the fever, and were accompanied and followed by extreme 
prostration. Sometimes, but not always, the fever was fol- 
lowed by profuse sweats. One interesting case displayed 
a chill every morning and every afternoon for two weeks, 
each chill being preceded by fever and sweats. One patient 
went to sleep at night with a violent headache and awoke 
to find himself in a cold sweat, which was followed by a 
chill and fever, a reversal of the ordinary succession. In 
many instances there was such a blending of succeeding 
paroxysms with the febrile rise and fall that the record ap- 
proached that of a continued fever. 

Several of the cases were accompanied by severe bron- 
chitis. In a considerable proportion, gastro-intestinal symp- 
toms were marked ; nausea and vomiting were common, and 
some of the men complained of such abdominal pain. Diar- 
rhoea or dysentery was met with in some instances; diar- 
rhoea in the beginning, followed by constipation, was ob- 
served in many. In most of the cases the spleen was en- 
larged ; in some cases there was splenic tenderness without 
much enlargement. In several cases there was a marked 
discoloration of the skin, testifying to the alteration of the 
haemoglobin by the malarial parasite and its liberation from 
the red cells. In two cases which bore a close resemblance to 
yellow fever the men lay in a state of stupor attended' with 
low delirium. The urine was often scanty and high col- 
ored, containing bile pigment. In several instances there 
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was albuminaria, and in one, hematuria. Many of the cases 
showed a recurrence after a defervescence of ten days or 
two weeks. 

Diagnosis. — ^As there were being brought into the hospital 
at the same time about five times as many typhoid as mala- 
rial patients, it was necessary to be extremely careful in 
the matter of diagnosis. Fortunately for accuracy, we are 
no longer dependent solely upon clinical observation. The 
presence, on the one hand, of the bacillus typhosus and the 
evidence of Widal's test, and, on the other, the detection of 
• the malarial parasite, suffice to settle the diagnosis respect- 
ively for typhoid fever or malaria. The cases with marked 
discoloration of the skin were distinguished from yellow 
fever by the longer continuance of high temperature and, 
above all, by the presence of the Plasmodium malariae in 
the blood. 

Treatment — In the treatment quinine was the main reli-, 
ance. In the worst cases, where the vomiting was so inces- 
sant that the drug could not be retained by the stomach, it 
was given by the rectum in suppository. The endeavor was 
made to anticipate the paroxysm by introducing into the 
system as large an amount of quinine as possible, and as a 
rule five or ten grains were given every two or three hours. 
In cases with constipation, small, repeated doses of calomel 
produced movement of the bowels and at the same time 
served to ally gastric debility. When diarrhoea was pres- 
ent, equal quantities of quinine and salol (usually five grains 
of each) were combined, with good effect. In some in- 
stances, one-quarter to one-half grain of ipecac was in- 
corporated in the suppository. When nervous symptoms 
were prominent, cannabis indica or monobromated camphor 
was combined with the quinine. If the bowel was irritable 
the suppository was preceded by an enema of starch water 
and laudanum. When the fever was high the patient was 
sponged. None of the cases resulted fatally. 

Chief points of Interest, — The chief points of interest in 
this series of cases. Dr. Shoemaker said in conclusion, were 
the gravity of the symptoms, the very marked and prolonged 
debility, the resemblance of some to yellow fever and of 
others to typhoid, the diagnostic value of the scientific test, 
and the efficacy of quinine administered in suppository when 
the stomach is intolerant. 
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IS MORTALITY NECESSARILY HIGHER IN TROP- 
ICAL THAN IN TEMPERATE CLIMATES? 

This question was discussed by Colonel Valery Havard, 
Assistant Surgeon General, U. S. Army, and his conten- 
tion was that it is not. While it is a fact that mortality 
has been in the past, and still is, much higher in tropical 
climates, he believed that this was not because of the inher- 
ent effect of physical conditions, and therefore inevitable, 
but rather the result, for the most part, of violations of the 
laws of health, and therefore preventable. The health of 
cities is the resultant of many factors, of which latitude is 
only one, and, in Dr. Havard's opinion, not the determining 
one. 

Mortality up to the Present Time Higher in the Tropics, — 
It is as yet impossible to state what should be the minimum 
mortality attainable by modem sanitary science. Taking, 
as a basis, the death-rate of the city of New York, 18.18 
per 1,000 in 1903, we find that in Manila since the American 
occupation (four years) the rate' has been 45.18. That of 
last year was 40.85, showing an improvement. The rate 
for Havana during the decade preceding the Spanish- Ameri- 
can war was 36. In the City of Mexico it is commonly 
about 40, while in India it often rises above 100. During 
the year 1902 our army was almost equally divided between 
the United States and the Far East. While at home the 
mortality from disease was only 5.66 per 1,000, in the Phil- 
ippines (Filipino troops not included) it was 20.85, ^^ 
nearly four times as large; and for Filipino troops, 22.59, 
In 1903, medical officers in the Philippines had learned how 
to contend against the diseases which beset them, and the 
mortality fell to 11. 14 for American and 18.17 ^^^ Filipino 
troops. It is in war time that disease mortality runs be- 
yond all bounds in the tropics, owing to the rapid dissem- 
ination of epidemic infection among large bodies of men. 
The highest rates from disease in tropical warfare during 
the second half of the nineteenth century were noted among 
French troops in the Soudan, in 1888-89, when out of each 
1,000 men, 280 died, and in Madagascar in 1895, when, to 
quote one of their surgeons, ''everybody was sick and 50 
per cent, died." It must therefore be recognized and ad- 
mitted that up to the present day there has been a greater 
liability to sickness and death in the tropics. 
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The Physical Characteristics, of Hot Climates Capable of 
Affecting Health. — ^The physical or meteorological elements 
in a hot climate capable of affecting health are chiefly two: 
(i) Great and continued heat; (2) a high degree of humid- 
ity. In the tropics the amount of sweat is enormously in- 
creased, the results of which are a diminution of the total 
amount of blood and a decreased arterial tension. The 
urine is also much reduced, as well as the output of urea. 
In consequence of the excretory function of the kidneys 
being diminished, more work is thrown upon the liver. 
Skin and liver are thus liable to be more or less congested, 
while the lungs are depleted. As, furthermore, tropical air, 
through heat expansion, contains less oxygen than that of 
colder latitudes, the result is decreased metabolism. It is 
an obvious fact, however, that less oxygen is needed in the 
tropics, since the calorific process is much less active. High 
humidity prevents free evaporation of perspiration, and 
must more or less interfere with the processes concerned in 
heat generation and the active destruction and renovation 
of tissues, upon which bodily and mental vigor depend. 
Owing, however, to the constant air movements on tropical 
islands, this decreased evaporation is less than is generally 
supposed ; so that, for instance, the average summer of Ha- 
vana is less oppressive than that of Washington and all our 
Southern cities. The great central physiological condition 
of human health in the tropics is that the production of 
bodily heat shall be kept down within certain limits. Nature 
helps by diminishing the proportion of oxygen in the atmos- 
phere, and we should assist by reducing the food, especially 
the calorifacient articles of diet. We may further assist 
by avoiding violent exercise and very active mental work. 
TTie result of this necessary tropical regime is a reduction 
not only of heat but also of nervous energy. By the use 
of a little prudence and discretion the body may be main- 
tained in a state of normal equilibritun ; but the loss of 
energy is chiefly felt by the mental faculties. Thus, the 
Nortfi American or European going to the tropics will gen- 
erally find it easier to avoid deterioration of body than slug- 
gishness of mind. 

Bacterial Life in the Tropics. — ^Another important eflFect 
of heat and moisture is a great increase and multiplication 
of saprophytes, so that the decomposition of all organic 



matter is more rapid and complete. While the part played 
by saprophytes in reference to human health is rather ill- 
defined, it is not unlikely that they are more beneficial than 
hurtful. They are doubtless responsible for unpleasant 
odors, but it remains to be shown to what extent, if any, 
decaying animal or vegetable matter, however objection- 
able to our olfactories and our aesthetic sense, is a cause of 
disease. Pathogenic bacteria are abundantly generated in 
the tropics, but so they are in temperate climates. The 
cholera spirillum and bacillus pestis develop as readily on 
the banks of the Thames and the Seine as those of the 
Ganges, when given a fair chance. Even leprosy was in 
past centuries as common in Europe as it now is in Asia. 
The micro-organisms of typhoid fever and pneumonia are 
much more at home in temperate, or even cold climates, than 
in the tropics. The amoeba of dysentery, however, seems to 
require a constant high temperature. As to the mosquito, 
that bloody enemy of the human race, we find it everywhere, 
increasing in number and bloodthirstiness as we go north- 
ward, and rendering life unbearable during the short sum- 
mer in Alaska and within the Arctic circle. There is prob- 
ably not a single State in the Union where the anopheles 
cannot be found. Even the mosquito responsible for filari- 
asis i^ not uncommon in our country. It would seem that 
the stegomya of yellow fever does not extend very far north, 
but probably far enough to make possible an epidemic in 
any of the large cities of the United States. 

Most of the Diseases Causing High Mortality Preventable^ 
— Dr. Havard then took up in succession the principal dis- 
eases which are responsible for the high mortality in the 
tropics, and endeavored to show to what extent they are 
preventable by the application of the modern laws of hy- 
giene. The report of the Board of Health of Manila for 
the year ending in April, 1904, he said, would afford a con- 
venient text. In spite of the best efforts of the skilled sani- 
tarians composing the board, the death rate still remains 
about 40, and evidently conditions exist there over which 
the authorities have but little control. There is a very high 
mortality among infants, the chief cause of death being 
assigned as "convulsions," and with a view to reduce this 
the board has had prepared for dissemination among the 
people a circular giving simple rules for the care of the 
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new bom and the feeding of infants. It is expected that 
the education of the masses and their relief from utter pov- 
erty will in time materially diminish this unnecessary sac- 
rifice of infantile life. In Havana, where the great bulk of 
the population is white, and of a higher grade of intelli- 
gence than in Manila, the infant mortality is lower than in 
New York. The disease causing the largest number of 
deaths both in Manila and Havana is tuberculosis; yet, as 
indicating that the climate is less at fault than sanitary 
conditions, we find among the Americans and Europeans 
living in Manila, about 9,000 in number, only nine cases 
during the year, or just I per 1,000. Among our troops in 
the Philippines, in 1902, the rate was 1.27, while it was only 
0.50 among soldiers at home; but in 1903 the figures were 
reversed, 0.26 in the Philippines and 0.86 in the United 
States, the greater ratio at home being partly accounted for 
by the repatriation of invalided tuberculosis patients. The 
air cure for tuberculosis is easiest, most practicable, and 
should be most successful in the tropics, but unfortunately 
there exists in Cuba and all other old Spanish colonies, a 
deeply-rooted prejudice against night air, which is believed 
to be deadly. This prejudice arose, naturally enough, from 
the havoc caused by those nocturnal pests, the yellow fever 
and malarial mosquitoes. When Cubans have learned to 
screen themselves from mosquitoes without excluding the 
air, when they realize the value of free aeration night and 
day, making use of the flat house roof as a dormitory, and 
when they recognize the danger of crowding in tenement 
houses, as well as the necessity of clothing their naked chil- 
dren, the chances of reducing the death-rate from tubercu- 
losis to the minimum will probably be better for Havana 
than for New York. One would naturally suppose that 
where phthisis is so prevalent, other chest affections would 
be common, but such is not the case; showing, once more, 
the specific distinctness of pulmonary tuberculosis. Next to 
tuberculosis, cholera was until recently responsible for the 
greatest number of deaths in Manila, but this, like other 
water-borne diseases, is easily preventable, and the Board 
of Health has succeeded in extirpating it ; so that the reports 
for March and April of this year do not show a single 
case. 



I>ysentery is one of the most dreaded of the endemic 
diseases of the Philippines, not <Mily because of its mor- 
tality of 1.18, but also on account of its tendency to be- 
come chronic and inveterate. This disease cannot be so 
easily checked as cholera, but an uncontaminated water sup- 
ply would undoubtedly soon put an end to it. In Cuba, 
dysentery is hardly known, only three or four deaths from it 
occurring during the year in Havana. Beri-beri is a com- 
mon disease in certain parts of the tropics, in Manila caus- 
ing almost as many deaths as dysentery. For the most part, 
it attacks natives of poor constitution and undermined vi- 
tality, and, as it apparently results from unsanitary food and 
surroundings, it would appear to be amenable to the laws of 
hygiene. Yellow fever was once the scourge of the West 
Indies and South America. American intelligence and 
energy during our occupation of Cuba showed how easily 
that dreaded infection can be checked, controlled and then 
completely extirpated. Malarial fever, in all its protean 
forms, is common in all warm countries, producing a mor- 
tality of 0.93 per 1,000 in Manila, ' although not a single 
death among Americans and Europeans. Considering the 
great mortality of malarial fever in the tropics, especially 
as seen in various military expeditions, it would seem that 
the Plasmodium parasite possesses there a degree of viru- 
lence unusual in Northern countries. The positive Re- 
sults obtained by the use of mosquito bars, as well as door 
and window screens, in this country, Cuba, Italy, the Philip- 
pines and other places demonstrate that the prevention of 
malarial fever, whether mild or pernicious, is a compara- 
tively simple problem. Certain facts appear to indicate that 
we have in the tropics one or more non-malarial and still 
unrecognized types of fever. Bubonic plague produced a 
mortality of 0.49 in Manila, but only one death from it 
occurred among Americans and Europeans. Typhoid fever 
was formerly considered a disease of white races and of tem- 
perate or cold climates, but later experience has shown that 
tropical and semi-tropical countries are also liable to become 
infected. Its victims, however, are mostly foreigners, na- 
tives enjoying a large amount of immunity from it. The 
prevention of smallpox is simply a matter of vaccination in 
the tropics, as elsewhere. 
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Both in the Philippines and Cuba diseases of the nervous 
and circulating systems constitute a considerable cause of 
mortality. While in Cuba, Dr. Havard was struck with the 
number of people suffering from arterio^sclerosis, a fact 
for which he was unable to offer any explanation; but as 
there were only i8 admissions for diseases of the heart and 
Wood-vessels and not a single death among our 3,274 sol- 
diers in Cuba and Porto Rico during the year 1902, the 
climate could hardly be considered an important factor. 
Hepatitis and hepatic abscess are generally the result of 
dysentery, and disappear with that disease. Leprosy is still 
too common among the natives of tropical and semi-tropical 
countries. That it could readily be reduced by strict isola- 
tion, and in time completely eliminated, there can be no 
doubt. As its parasite is also common in Europe and in our 
Southern States, ankylostomiasis, or hookworm disease, can 
scarcely be considered a tropical affection. The "sleeping 
sickness" of Africa is produced by inoculation with its para- 
site through the bite of a fly, and is therefore amenable to 
the same means of prevention as malarial fever. Bright's 
disease and acute nephritis, as well as cancer, are more 
prevalent in New York than in warm countries, and of 
diphtheria, scarlet fever and measles it may be said that 
they are a negligible quantity in the tropics. 

Climate Plays but a Secondary Role in the Health of Any 
Country, — From what has now been said it would appear 
that the high death-rate of the tropics (aside from the great 
infant mortality characteristic of all semi-civilized populous 
countries) is due to endemo-epidemic diseases whose cause 
and mode of propagation are now pretty well understood, 
and which, therefore, are to a large extent preventable. As 
a final conclusion, is it not warrantable to say that the cli- 
mate plays but a secondary r61e in the health of any country ; 
that mortality is chiefly dependent upon the character, intel- 
ligence and knowledge of its inhabitants, of their under- 
standing of the laws of hygiene and the extent to which they 
apply to their own special conditions. In other words, 
human health in any country is not according to its climate, 
but according to its degree of civilization and the quality of 
its government. For the ten years previous to 1898 the 
death-rate in Havana, as has been stated, was 36 per 1,000. 
When the Americans occupied it, ordinary hygienic measures 
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were at once applied and enforced, and means devised to 
provide work and food for the poorer classes. The result 
was that, notwithstanding the absence of any sewerage sys- 
tem, the mortality fell to 24 in 1900 and to 21.20 in 1902, 
remaining about the same in 1903, under the Cuban Re- 
public. The writer was inclined to believe that when Ha- 
vana has carried out its intention of constructing a complete 
modem sewerage system its rate of mortality will speedily 
fall below that of New York, and that if the Cuban Re- 
public continues to govern itself with prudence and justice 
Havana will become the favorite winter resort of North 
Americans. The fact that during the year 1902 the death- 
rate among the United States troops in Cuba and Porto 
Rico was only 3.36, while among those at home it was 5.66, 
shows that in those tropical islands as soon as American 
sanitarians had had time to get the prevalent diseases under 
control, and guard the men from unsanitary influences, the 
ratio of mortality fell below that of the United States. While 
the death-rate of Manila is still very high (about 40), during 
the past year, the rate among the American element of the 
population, which is principally composed of adult males, 
was only 9.05, and among the Spanish, consisting of the 
usual admixture of men, women and children, 15.45. 



PROPER DIET FOR THE TROPICS. 

Harvey W. Wiley, M. D., Washington, D. C, Chief of the 
Bureau of Chemistry, U. S. Department of Agriculture. 

The question of a proper diet in the tropics, it seems to 
me, is one of vast importance in connection with the subject 
of tropical diseases, or, in other words, the subject of trop- 
ical health. Experience has shown that with a change of 
environment the character of the food must also be changed. 
Food is any substance which, introduced into the body, 
builds tissues, repairs waste, or furnishes heat and energy. 
The amount of tissue to be built depends largely upon the 
time of life ; for instance, in youth tissue-building is at its 
maximum and the repairing of tissues or restoration of 
used-up tissues is incident to the great woric of tissue-build- 
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ing. From adolescence to the end of vigorous manhood the 
repair of waste tissue should be carried on pari passu with 
the waste, in order that bodily vigor and weight be kept prac- 
tically constant. In the decline of life the waste of tissue 
is naturally greater than the repair, and bodily vigor and 
weight diminish. 

If it were true that the activities of the human family 
were the same in all climates, then the quantity of food 
necessary to furnish energy would be practically the same 
from the equator to the poles. In point of fact, however, 
human activity is greater in the temperate zones than it is 
either at the tropics or the poles, and hence the amount of 
food which is used up as energy is greater in the temperate 
zones than at the tropics or the poles. The quantity of food 
required in tissue-building and repairing the tissues may 
be considered practically the same for men of the same size 
and living the same average length of days. The gpreat 
variant in food, therefore, it appears, is that part of it which 
is necessary to furnish heat. It is evident, without illustra- 
tion, that the quantity of food necessary for furnishing heat 
is largest in the polar regions and smallest at the equator. 
Therefore, the first point to be deduced in regard to tropical 
foods is that they should be less of a heat-forming character 
than those used in the temperate zones, and especially those 
used in the polar regions. 

Now, the kind of food, par excellence, which furnishes 
heat is represented by the fats and oils. So far as known, 
the fats and oils in the foods take little or no part in the 
building of tissues, while their chief function is in furnishing 
heat. In this they differ somewhat from that great class 
of foods — ^namely, carbohydrates — which is active both in 
building tissue and in furnishing heat and energy. It is evi- 
dent, therefore, that for a man of average size, and who 
engages in the same degree of activity, the quantity of food 
in the tropics necessary to his sustenance is less than in 
either the temperate or polar regions. This comes from 
die fact, of course, which is evident, that the amount of 
radiation or loss of heat by radiation is less in the tropics 
than in any of the other zones. The oils and fats, therefore, 
should form only a moderate portion of the diet in the 
tropics. 
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As the degree of activity is usually less, by reason of the 
character of the climate, in tropical regions, the amount 
of tissue destroyed by exertion or work is less than in the 
tempjerate zones; hence the quantity of matter necessary to 
repair waste tissues is evidently less in the tropics. It 
appears, therefore, that the quantity of nitrogeneous food, 
especially, which goes to repair the waste of muscular ac- 
tivity, should be less in the tropics than in the temperate 
zones. 

A Fruit Diet Best. — It so happens that nature provides 
very abundantly in each zone the character of food which 
is best suited for that region. In the polar zones, therefore, 
the most abundant supply of food is in the form of fats and 
oils; in the temperate zones the cereals, meats and vege- 
tables furnish an abundant supply of well-balanced rations ; 
and in the tropics the fruits which are indigenous thereto 
supply most abundantly the character of food which seems 
best suited to the nourishment of the people. A fruit diet, 
as is well known, is one in which nitrogen and fat elements 
are reduced practically to a minimum, while sugar and 
starch are far more abundant. 

The Bureau of Chemistry has lately taken up a study of 
many of the tropical fruits,, and a brief summary of the 
results of these investigations may prove interesting in con- 
nection with a discussion of this subject. One of the chief 
characteristics of tropical fruits, as well as of other fruits, 
is the large amount of sugar which they contain. Different 
analyses, representing the most common fruits which we 
find in the tropics, are given in the following table: 

Name. Total Solids. Acids. Ash. Protein. Sugars. 

Guana. 22.14 -63 .63 .97 6.34 

Banana 28.09 -39 7^ ^40 21.71 

Mango 17.50 .27 .49 .40 13.16 

Anona 19.03 .51 .41 165 13.07 

Sapota 23.07 .13 .38 .35 10.85 

Mamey 34.01 .10 .80 1.09 22.05 

Hicao 14.29 .09 .96 .46 5.18 

Maronon 12.84 -i^ -36 6.76 
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Name. Total Solids. Acids. 

Caimito iS-96 .12 

Pineapples 

(Cuban)... 14.52 .56 

Pineapples 

(Singapore) 13.39 40 

Orange (edible 

^Part) 13. 77 

Sweet lemons 

(edible part) 11.23 -^3 

Grape fruit... 13.29 .54 

Limes 14.77 5.52 

The above data show the composition of the ordinary 
food fruits of the tropics. The principal oil food of the tropics 
is found in the cocoanut, of which the following analysis 
gives the composition : 

Cocoanut. 

(Edible portion, without milk.) 

Water. Protein. Fat. Total carbohydrates. Ash. 

14. 1 5-7 50.6 27.9 1.7 

Cocoanut Milk. 
Water. Protein. Fat. Total carbohydrates. 

92.7 .4 1.5 .8 

The chief starchy food of the tropics is derived from the 
cassava in some of its numerous varieties. The cassava root 
contains from 25 to 30 per cent, of starch, from 2 to 3 per 
cent, of sugar and a very small quantity of protein. There 
are two kinds of cassava, the sweet and the bitter. The 
bitter cassava is the one which is commonly grown in the 
tropics and is so called because it conts^ins a large amount of 
prussic acid (hydrocyanic acid). This substance is present 
in such large quantities as to render the cassava poisonous. 
To avoid any danger from this cause the root is boiled before 
it is eaten, and the greater part of the hydrocyanic acid is thus 
expelled. The sweet cassava grows in southern temperate 
regions, such as Florida. While it contains some prussic 
acid, this is not sufficient in quantity to render it dangerous. 
Leguminous plants are not much used in tropical regions, 
and they contain a much larger percentage of protein than 
the ordinary tropical food products. 
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The prevailing characteristic of the natural food of tlie 
tropics, as indicated briefly above, is found in the excessive 
quantity of sugar which they contain, or, in the case of cas- 
sava, of starch. The amount of protein, it is seen, is very 
small, and the amount of oil is, with the exception of cocoa- 
nut, not marked. On the whole, it appears that the natural 
tropical food is one composed of a large excess of carbo- 
hydrates, in which sugar predominates. The acidity of 
citrus fruits, of course, must be considered especially in re- 
spect to their condimental properties. The acid itself cannot 
be regarded as a food product of any value. Nuts are also 
found in abundance in the tropical countries, and these are 
rich in oil and protein. 

I believe that the using of food suitable to the environ- 
ment is one of the conditions necessary to the preservation 
of public health, and I would especially recommend the care- 
ful consideration by this Association of the desirability of 
impressing upon those who go from temperate to tropical cli- 
mates the utility of gradually changing the character of their 
diet from the highly nitrogeneous one which is characteristic 
of the temperate zones to the highly carbohydrate diet which 
is characteristic of the tropics. 

DISCUSSION. 

Dr. N. S. Jarvis paid a tribute to the American medical 
men who had contributed so much to the cause of science 
during the past few years in Cuba and the Philippines. As 
was shown in Colonel Havard's paper, it was the intelligence 
of the American doctor which had accomplished what the 
British medical officer had never as yet been able to do. Our 
army surgeons accomplished greater results than the men 
who carried the rifle. 

Major Powell said that at one time he had fully accepted 
the view that the malarial poison was conveyed only by the 
anopheles mosquito, but since his experience at Fort Hamil- 
ton he no longer believed this, and he felt convinced that 
should he remain at that post he would in time be able to 
demonstrate c(Miclusively that his position was the correct 
cttie. He also quoted the views of others who had seen 
reason to doubt whether this was the only source of infection. 

Dr. Wiluam McCollom said he would like to inquire of 
Dr. Shoemaker whether in the cases in which the S)nmptoms 



resembled those of typhoid as well as malarial fever the tests 
for both diseases were applied. Was it not possible for the 
two affections to co-exist in the same subject? He also 
desired to ask whether Dr. Shoemaker had employed the 
hypodermatic administration of quinine. In cases in which 
the drug could not be borne by the stomach this method had 
sometimes proved very satisfactory. 

Dr. Shoemaker said that in doubtful cases the tests for 
both typhoid and malarial fevers had been applied, but in no 
instance were the bacillus of typhoid and the Plasmodium 
malariae found present in the same patient. As to the hypo- 
dermatic administration of quinine, he had also tried that, 
but he found that those patients with tropical malaria were in 
such a low condition that the method was attended with bad 
results locally and otherwise. Consequently, he had resorted 
to the rectal use of the drug, and it had proved entirely satis- 
factory. 

Dr. Oliver T. Osborne, of New Haven, said that as ma- 
larial fever sometimes developed in cold weather, long after 
the disappearance of mosquitoes, it appeared to be an inter- 
esting question as to how long the Plasmodium might remain 
in the body before we got the characteristic signs of the dis- 
ease. 

Colonel Havard thought we should bear in mind the 
small number of anopheles mosquitoes as compared with 
other species. Thus, there was only about one of these to 
every hundred of the ordinary culex. Consequently, they 
might easily escape notice. At West Point, however, where 
he had been stationed during the past summer, the anoph- 
eles, which were the first mosquitoes to appear, had been 
quite numerous. It was true there was scarcely any malarial 
fever at the post, but this simply showed that the anopheles 
were not infected. As he had stated in his paper, there ap- 
peared to be a form of non-malarial tropical fever with the 
origin and exact characteristics of which we were not as yet 
acquainted. As indicating the probability of the existence 
of such a disease, he mentioned that on one occasion he had 
divided twenty-four patients into two equal groups and kept 
them under careful observation for ten days. Twelve of 
the men were treated with quinine and twelve without, and 
the latter group did quite as well as the other. 
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Stated Meeting, November 14, 1904. 

A CASE OF INTESTINAL OBSTRUCTION FROM 
OLD ADHESIONS. 

Dr. Leonard Weber reported the following case of 
chronic and obstinate constipation, with enormous enlarge- 
ment of the abdomen, which he said was of clinical interest 
in many ways, and especially because an exact medical diag- 
nosis could be established and the operation by which the 
patient was afterwards cured indicated. 

William Dean, 9 years old, admitted to the Post-Graduate 
Hospital October 6, 1904. He is thin and unusually small 
for his age, with a sallow and prematurely old face and an 
abdomen so enormously enlarged that the soft parts in the 
lumbar region bulge out considerably. The only history 
which can be obtained is that he had measles when four and 
scarlet fever when six years of age and that for the last 
six years his bowels have been constipated. The evacua- 
tions, which occurred once or twice a week, with the aid 
of purgatives, were often large and rather soft. For the 
first week he has not had a passage, but has suffered from 
colicky pains and much eructation. No flatus has passed 
during the last few days. The abdomen is rather soft and 
indolent to pressure. It is meteoristic in the central parts and 
doughey at the periphery. The diaphragm stands high, the 
edge of the liver cannot be felt, and the bladder is em'pty. 
Exploration of the rectum discloses no tumor, but soft fsecal 
matter is felt in the upper portion. There is no sign what- 
ever of peritonitis. 

In the course of two days five chamberfuls of soft, green- 
ish-black stools were brought away by means of high enem- 
ata, with great relief to the patient and a very considerable 
reduction of the abdominal enlargement. The enemata were 
followed by several doses of castor oil in the next few days, 
and a moderate-sized tumefaction of a few knuckles of ileum, 
soft but of elastic resistance, could now be made out through 
the parieties, near the median line and a little below the 
umbilicus. The lump felt was somewhat elusive, but when 
presenting itself this was always at the same place. Exclud- 
ing other possibilities, the positive diagnosis was made of 
old adhesions near the ileo-caecal valve, holding fast a por- 
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tion of the ileum and thereby interfering* with peristalsis 
below the place of attachment, with the result of inducing 
paresis and dilatation of the entire colon. By the absence 
of ileus, etc., volvulus and other obstructions could be ex- 
cluded with certainty. 

October 14. — Laparotomy was performed by Dr. W. 
Meyer, when a part of the ileum about three inches from the 
ileo-caecal valve was found adherent by a pretty broad fibrous 
band to the greatly thickened and enlarged mesocolon of 
the sigmoid flexure. The process by which this had been 
brought about had evidently been inflammatory, and a good 
deal of venous bleeding occurred before the surgeon suc- 
ceeded in dividing the band, between double ligatures, and 
thereby releasing the captive intestine. The entire colon was 
found to be enormously dilated, though otherwise normal. 

The patient, though very weak after the operation, rallied 
very well. There was no peritonitis or other serious dis- 
turbance, and by October 26 the abdominal wound was 
firmly healed. Two weeks after the operation he began to 
have his stools without much eflfort, showing that the colon 
had begun to recover its natural condition. 

November 5. — The patient has gained somewhat in weight 
and appearance. He was fitted with an abdominal supporter 
and discharged. On November 21 he returned to the clinic, 
and it was found that he had gained five pounds in weight 
and that he runs about and plays with other children on the 
street. The bowels move by themselves. 

Dr. Ransford K Van Gieson said that such cases were 
not very uncommon after typhoid fever, and he had seen 
some in his own practice. He thought that adhesions like 
those described by Dr. Weber would be found present in 
all cases of intestinal obstruction which are not acute. 

DISCUSSION ON CIRRHOSIS OF THE LIVER AND 
ITS TREATMENT. 

A discussion on hepatic cirrhosis was the order of the 
evening, and it was opened by Dr. Leonard Weber. He said 
that in his experience fatty cirrhosis was almost as fre- 
quent as Laennec's. In the latter, after a more or less pro- 
nounced stage of hypertrophy, the liver begins to retract, and 
then, with or without periods of intermission, goes on to at- 
rophy. He thought the hypertrophic form of cirrhosis, de- 
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scribed by French writers, must be very rare in this country. 
He had never met with but one instance of this, although on 
two or three other occasions he believed that he had such 
a case under observation, until presently retraction set in. In 
Glissonian cirrhosis we have practically a perihepatitis. 

Pathology of Atrophic Cirrhosis. — In atrophic cirrhosis, 
first described by Laennec, we have long been accustomed 
to consider the condition as a primary disease, and the ac- 
companying splenic tumor as due to passive congestion; 
but quite recently it has been contended that this was a mis- 
take, and that hepatic cirrhosis should be placed in the cate- 
gory of blood diseases, along with anaemia and leukaemia. 
Under this hypothesis the enlargement of the spleen is of 
primary importance, and in the opinion of some the fons 
et origo of the condition in the liver. The most important 
paper on this subject (albeit too radical) is that of Dr. 
Bleichroeder, which was read and discussed before the Berlin 
Society of Internal Medicine, in March, 1904. After thor- 
ough examination of the clinical history and pathological 
anatomy of 35 cases, he maintains that cirrhosis of the liver 
is not a primary disease of that organ, and that numerous 
lymphocjrtes, carried from spleen to liver, originate inter- 
lobular infiltrations and connective tissue proliferations. He 
further states that when these lymphocytes, from one cause 
or another, do not remain in the liver, but pass into the 
blood current, leukaemia may develop. It has not infrequently 
been observed that hepatic cirrhosis occurs in cases of leu- 
kaemia, and an interesting article by Dr. Lypkin bearing on 
this subject was published in Virchoix/s Archives in 1903. 
The icterus sometimes observed in cases of cirrhosis is not 
hepatogenic, but haematogenic, due to solution of blood cor- 
puscles. Whether the first stage of cirrhosis is concerned 
with the sources of the portal vein, or what part may be 
played by the blood coming from the gastro-intestinal tract 
and passing through the liver, or, furthermore, in what way 
the spleen becomes enlarged, Bleichroeder cannot say. He 
does believe, however, that the lymphocytes (demonstrated 
by him to be present in large numbers in the splenic veins) 
are capable of locomotion, and that these cells, getting into 
the portal circulation, produce infiltrations around the finer 
ramifications of the vessels ; which infiltrations, changing into 
connective tissue, cause cirrhosis of the liver. Bleichroeder 
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deprecates the regarding of Banti's disease as a separate 
entity, as he considers its pathological characteristics the 
same as those of hepatic cirrhosis. If Bleichroeder's views 
come to be generally accepted a marked change in the treat- 
ment of cirrhosis must necessarily follow. He personally 
recommends the use of arsenic, quinine and iron, on account 
of their well-known favorable influence in certain diseases 
of the blood. It should be stated also that Banti has recom- 
mended arsenic as the best medication for the disease named 
after him. 

Hypertrophic Cirrhosis, — In conclusion, Dr. Weber nar- 
rated a case of hypertrophic cirrhosis, the only real one of 
the kind that he had ever met with. The spleen was very 
markedly enlarged, and laparotomy was performed in order 
to find out whether another tumor was present. Through 
the four-inch incision the inner borders of the liver and 
spleen could both be clearly defined, and it was found that 
the case was one of simple hypertrophy. At the present time 
the patient is in comparatively good health, and Dr. Weber 
expressed the opinion that in the Talma operation it is really 
the cutting open of the peritoneum which gives the relief. 

Statistics of Cirrhosis. — ^Dr. James K. Crook spoke of the 
importance of an early diagnosis, saying that if it was to be 
of use to the patient, the diagnosis should be made in the 
early stage of the disease. In considering the diagnosis we 
must inquire into the causation of hepatic cirrhosis. What 
are the factors producing it? In which sex, at what ages, 
and under what conditions of life does it most frequently 
occur ? In the records of the New York Board of Health for 
the last decade of the nineteenth century the ages of the 
patients dying from the disease are found to be as follows : 

Under one year 9 

Under five years 1 1 

From 5 to lo years 1 1 

From lo to 15 years 9 

From 15 to 25 years 553 

From 25 to 35 years 1061 

From 35 to 45 years 1196 

From 45 to 55 years 959 

From 55 to 65 years 565 

From 65 to 75 years 140 

From 75 to 85 years 14 
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These figures corroborate observations previously made. 
While no period of life is exempt, by far the greater num- 
ber of cases occur in adult middle life. Over 68 per cent, 
occur at this period and over 62 per cent, in males. An- 
other point of interest is the nationality of the patients. In 
New York, 26 per cent, of the cases referred to occurred 
in native-born Americans, and 73 per cent, in aliens. Among 
the latter, the Irish were a little in the lead, but the Germans 
made a very close second. 

Causation, — ^The use of alcohol is regarded as the leading 
cause of the disease, and so experienced an observer as 
Murchison stated that he had never seen a case except in 
those addicted to it. The strong distilled liquors are usually 
supposed to be especially productive of cirrhosis, but it is also 
found to be common among those principally using malt 
liquors, as the Germans; while Lancereaux attests its fre- 
quency in France, where the common beverage is vin ordi- 
naire. Other causative factors were then referred to. Syph- 
ilis has been recognized as one ever since Virchow's classic 
work on the subject. Out of 37 cases at the Roosevelt Hos- 
pital, a syphilitic history was obtained in three. In countries 
like southern Italy, where malaria is endemic and chronic, 
there appears to be a clear connection between this affection 
and cirrhosis, but in climates such as ours the relation is 
difficult to trace. Osier states that at the Johns Hopkins 
Hospital he has never met with a case in which malarial 
disease resulted in cirrhosis. Other causes which have been 
assigned are typhoid fever, yellow fever, and other infectious 
diseases, and the use of highly-seasoned food. 



THE PATHOLOGICAL ANATOMY OF HEPATIC 

CIRRHOSIS. 

Dr. Frank Grauer read a paper on this topic. The three 
most frequent forms met with are the atrophic, the hyper- 
trophic and the syphilitic. In the atrophic or multilobular, 
the common variety of the disease, the reduction of the size 
of the liver is not invariable. In many instances the organ 
retains its normal size, and sometimes it is moderately en- 
larged ; this enlargement being due, as a rule, to fatty infil- 
tration of the liver cells. The liver is tough and inelastic. 
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and its external surface is marked by a number of hobnail- 
like projections of varying size. The whole organ is found 
to be beset with a network of cicatricial tissue enclosing 
rounded islands of liver substance. Each island is made up 
of several lobules, but the compression to which they have 
been subjected may render their individual recognition diffi* 
cult or impossible. In the early stage of the disease micro- 
scopical examination shows clear evidence throughout of 
inflammatory change in the tracts of the connective tissue 
which supports the ramification of the portal veins. The 
so-called portal canals are packed with leucocytes and con- 
nective tissue cells in a state of active proliferation, and 
here and there columns of fibrifying tissue may be seen ad- 
vancing between the liver cells. By the junction of such 
columns a wide-meshed network of developing tissue comes 
into being throughout the entire organ. In the late stages 
this network is seen to consist of dense fibrous tissue which 
has generally lost the highly cellular character seen at an 
earlier period. Such tissue has a strong tendency to con- 
tract, and thus it compresses the liver cells contained in the 
lobules. Some of the latter undergo atrophy and absorption, 
so that there are formed extensive tracts of whitish gray 
color, consisting of fibrous tissue, with only a few isolated 
groups of hepatic cells. In advanced cirrhosis the liver cells 
are invariably degenerated. They are also filled with large 
fat globules (fatty infiltration). The branches of the portal 
vein become compressed, narrowed and obliterated, and in 
some cases there is an apparent development of a few bile 
ducts in the strands of the fibrous tissue. The condition of 
the blood-vessels is remarkable. If the hepatic artery be 
injected, it is found that the new fibrous tissue, which looks 
quite bloodless, is abundantly supplied with vessels from 
that source. Occasionally there is seen evidence of an 
arterio-sclerosis or an endarteritis obliterans of the hepatic 
artery. The portal veins may show thickening of their walls 
with a peri — or endo — ^phlebitis. The changes in other organs, 
due to the portal obstruction, are enlargement of the spleen, 
passive congestion of the stomach and intestines, induration 
and congestion of the pancreas, and ascites. 

Hypertrophic Cirrhosis, — In hypertrophic or unilobular 
cirrhosis the liver is increased in size and weight. The sur- 
face is smooth or finely granular and of a tough consistence, 
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but does not present the leathery hardness met with in the 
atrophic form. The capsule is often somewhat thickened, 
but there is seldom the degree of thickening or of perihepa- 
titis seen in the latter. In the majority of instances the liver 
is jaundiced. The cut surface is more minutely subdivided 
than in the atrophic form, and the cicatricial bands are finer. 
Microscopically, a new development of fibrous tissue is seen 
throughout the organ, and this with considerable uniformity 
surrounds the individual lobules, while in many cases it 
invades the lobules to some extent from the periphery. The 
peripheral cells are thus separated from each other and from 
the lobules, so that they come to lie stranded in the new 
tissue. The cells thus implicated are usually in a state of 
atrophy. In nearly all cases a remarkable plexus of bile 
ducts, of varying size, is found embedded in the new tissue. 
The mode of origin of these ducts is somewhat obscure, 
and the explanation given by Comil is probably the most 
satisfactory. The question has often been raised whether 
in this form of cirrhosis the primary process is an inter- 
stitial inflammation, followed by secondary destruction of 
the secreting cells of the lobules, or a primary toxic atrophy 
of the epithelial cells, to which the fibrous growth is sec- 
ondary; and the weight of evidence is strongly in favor of 
the atrophy being secondary. 

Syphilitic Cirrhosis. — ^This may be either congenital or 
acquired. In the congenital form the liver is large, firm, 
smooth and mottled, and careful inspection usually shows 
throughout the whole organ the presence of grayish or white 
points and lines corresponding to the interlobular new 
growth. Microscopically, there is seen great increase of the 
connective tissue, while in many places foci of small-celled 
infiltration are found. The new tissue forms within the 
lobules and between the liver cells, often surrounding and 
isolating individual cells (the so-called pericellular cirrho- 
sis). Miliary and large gummata may be present. In the 
cirrhosis resulting from acquired syphilis also fibrosis and 
gummata are met with. In the early stages the latter are pale 
grayish nodules, varying from the size of a pea to that of 
a marble. The larger ones present yellowish centres at 
first, but later there is a pale yellowish cheese-like nodule, 
surrounded by a fibrous zone, the outer edge of which loses 
itself in the lobular tissue, which generally dwindles and 
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becomes destroyed. The gummata show a tendency to un- 
dergo fibrous change, and when numerous they produce 
by their gradual healing the most extensive deformity of 
the liver. Occasionally the syphilitic changes are manifested 
in a thickening of the capsule, producing a perihepatitis and 
increase in the connective tissue of the portal canal. 

Other Forms Described by Variot^ Writers. — In perihepa- 
titis, or Glissonian cirrhosis, the liver is greatly deformed 
and reduced in size. Its capsule is opaque, and when stripped 
off leaves a smooth surface. The liver 'substance usually 
shows cirrhotic changes caused by the contraction of the 
thickened capsule. In cardiac cirrhosis, which may accom- 
pany the hepatic congestion resulting from, chronic cardiac 
and pulmonary diseases, the liver is finely granular. On 
account of the persistent hyperaemia, the cells in the centre 
of the lobules atrophy, and tfiere is a hyperlasia of the con- 
nective tissue. Welch describes a Cirrhosis Hepatis Anthra- 
cotica, in which carbon pigment is deposited in the connect- 
ive tissue about the portal canals and produces a fibrosis. 
Biliary cirrhosis is secondary to some infection or obstruc- 
tion of the bile ducts. Other forms which have been de- 
scribed are malarial, diabetic, and tubercular cirrhosis, and 
cirrhosis in which the infectious diseases appear to be the 
important etiological factors. 



SURGICAL TREATMENT. 

The discussion on the surgical treatment was opened by 
Dr. Robert T. Morris. In certain cases of hepatic cir- 
rhosis, he said, the production of venous anastomosis, as ad- 
vocated by Talma and later by Morrison, appeared to be 
called for. His experience with the operation had not been 
as successful as that of some other surgeons, and yet it was 
worthy of note. He had operated in seven cases, all of 
alcoholic origin. In two of these the cirrhosis was hyper- 
trophic, without ascites, and in both the result has been very 
satisfactory. In one of the cases of hypertrophic cirrhosis 
the patient made an excellent response to operation, and 
was practically well at the time of leaving the hospital. She 
belonged to a class which cannot be followed. In the other 
case of hypertrophic cirrhosis the result was brilliant. In 
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that instance the liver, at rest, extended three inches below 
the costal margin, and the gastric s)rmptonis were causing 
rapid decline in the patient's general health. Ten days 
after the (^ration the gfastric symptoms began to disap- 
pear, and three months after the operation the liver margin 
was in normal relation to the costal margin, and the patient's 
physician wrote that he was "a new man," and had gained 
nearly twenty pounds in weight. His cases of atrophic 
cirrhosis with ascites were not successful. One man had 
the sutures cut out of the infiltrated abdominal wall four 
days after operation, and he died from the shock and sepsis 
following the introduction of new sutures. Another patient 
gained much comfort, but died about a$ soon as he would 
have died without operation. Two other patients of the 
same class were not improved, from his own point of view, 
although they stated that they were. The operation for 
making venous anastomosis in these cases was rapidly done, 
with the aid of a short stiff brush which he had had made 
for the purpose. Endothelium could be removed from the 
surface of the liver, diaphragm, and omentum with such 
ease and rapidity that the patients did not suiler at all from 
shock. The entire operation, from the first incision to the 
last suture, could be done in ten minutes, so that it might 
be worth while to continue to do the work in cases of atro- 
phic cirrhosis, for the sake of getting the occasional good 
results that are not forthcoming from any other sort of 
treatment. He did not tell the families of these patients 
that we were likely to accomplish much. 

Dr. George R. Fowler reported a case operated on dur- 
ing the past summer by Dr. Russell S. Fowler. The patient, 
a man of 56, was admitted to the medical service of the 
Brooklyn Hospital on July 24. He acknowledged being 
addicted to alcohol, but denied having had syphilis. One 
year ago he began to suffer from what he called malaria, 
and about the first of May his abdomen commenced swell- 
ing. At the time of admission it was enormously distended, 
and after having been tapped twice he was transferred to 
the surgical service of the hospital. Elxamination showed 
the liver to be small and the spleen slightly enlarged. On 
August 24 a median laparotomy was performed, the incision 
extending loj^ inches downward from the xiphord cartilage. 
A very large amount of serous fluid having been evacuated, 



— 80 — 

the liver and spleen were scarified with a piece of rough 
crash, like Turkish toweling, and also with the edge of the 
knife. The round ligament was then shortened, and the 
liver sutured with chromic gut to the abdominal wall and 
the diaphragm. The omentum, which was small, was also 
sutured to the abdominal wall, from side to side, and finally 
the abdomen was closed with crossed sutures of chromic 
gut. Ascites returned during the first week after the opera- 
tion, and was absorbed during the third week. In the sec- 
ond week a hypostatic pneumonia enpervened, and the pa- 
tient was kept constantly in a sitting posture. Since that 
time there had been no further accumulation of fluid. He 
was discharged September 28, and is now in good condi- 
tion. This patient was presented by Dr. Fowler to the Asso- 
ciation. 

Dr. Fowler went on to say that ascites, occurring in the 
course of cirrhosis of the liver, is looked upon as a direct 
result of obstruction to the portal circulation, due to the 
pathologico-anatomical changes incident to the disease. 
Without doubt a certain amount of obstruction to the circu- 
lation in the liver is tolerated by the general intra-abdominal 
circulation and compensated for by the presence of anasto- 
mosing veins between the systems of the portal vein and the 
inferior vena cava. That these are not sufficient for the 
purpose in all instances of hepatic cirrhosis is now generally 
admitted ; but that a large number of cases of this disease are 
thus properly compensated is shown by the statistics of 
Lange, who records that out of 115 fatal cases of cirrhosis, 
in 65.6 per cent, there never was any ascites. Therefore, it 
may easily happen that there will be all degrees of compen- 
sation in different individuals, as well as all grades of 
demand for such compensation; from the patient with but 
slight need for the existence of compensating vessels — and 
yet the latter insufficient for such need — to the case in which 
the obstruction is considerable — and yet the anastomosis 
sufficient to meet the demands made upon it. The object 
of the Talma operation is to strike the balance, as it were, 
between the obstruction as it exists and t^e facilities afforded 
by the natural channels for compensating for the obstruc- 
tion. Without doubt there is more or less compensating 
dilatation of these already existing channels in some cases, 
as shown by the development of the caput medusae. That 
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these finally fail in a certain proportion of instances is like- 
wise true. It is also a fact that even with the additional 
channels afforded by the operation, only about one-third of 
the cases operated upon remain free from ascites. Green- 
ough's statistics show 60 per cent, of failures, these being 
about equally divided between those who died as a result 
of the operation, and those who were not improved by it. 

As to the other benefits to be derived from the operation, 
he thought they might be dismissed as nil, particularly the 
suggestion that the relief of the congestion afforded may 
lead to regeneration of the hepatic cells. As to the dan- 
gers of the operation, there is a mortality of nearly 30 per 
cent, attached to it, to say nothing of the risks of auto- 
intoxication attending the diversion of a certain amount of 
blood from the mesenteric veins directly into the general 
circulation, as shown by the experiments of Eck, Hahn and 
Tillmann. 

Rationale of the Talma Operation, — The rationale of the 
operation depends upon the development of vessels of com- 
munication between the portal system and the general system 
directly. This may not be demanded early in the case, and 
may never be required. When the normal channels prove 
insufficient, the operation should be done at once, not wait- 
ing for repeated tappings and hence great debility of the 
patient. In order to attain all that can be accomplished 
by the operation, in addition to substituting it for the second 
or third tapping at the most, care should be taken to pro- 
vide adhesions sufficient in extent, and the vessels of which, 
dilating as the demand is made upon them, may serve to 
maintain the balance between the obstruction on the one 
hand and the intra-abdominal vascular tone on the other. 

More Light Needed on the Subject of Cirrhosis. — Dr. 
Reynold Webb Wilcox said that having had occasion re- 
cently to study the subject of hepatic cirrhosis, he had been 
very much impressed by the way in which the various writ- 
ers copied from one another, and by the great regard for 
antiquity which they all exhibited. Even the views lately 
promulgated by Bleichroeder had been expressed ten years 
before by Boix of Paris. We certainly needed to get new 
light on this subject. Experiments had shown conclusively 
that atrophic cirrhosis could be produced in animals without 
any alcohol whatever. In rabbits it could be induced in six 
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weeks by means of lactic acid, and similar results had been 
obtained with valerianic and butyric acid, and especially 
with acetic acid. Hale White, of Guy's Hospital, accustomed 
to the cases of gin-drinking sailors, makes the statement 
that no patient with cirrhosis lives to be tapped six times, 
but this is certainly too sweeping, as the e^qperience of other 
observers shows. All the authorities mention Glisson's cir- 
rhosis. Yet it has nothing whatever to do with the liver, 
being a disease of all serous membranes. Dr. Morris's suc- 
cess with the cases of hypertrophic cirrhosis, and want of 
success in those of atrophic cirrhosis, seemed to him to 
clearly indicate that any successful results which were to 
be obtained from operatic procedure in Bright's disease 
would be not in the cases of chronic interstitial nephritis, 
but in those of parenchymatous nephritis. 

Many Tappings Sometimes Tolerated, and With Benefit. — 
Dr. Frank Grauer said that in his own experience Hale 
White's dictum was not borne out, and patients could some- 
times stand many more than six tappings. He had in mind 
particularly a case which came under his care in January, 
1899. He was seen in consultation by Dr. A. A. Smith, who 
thought the case a very bad one, and expressed the opinion 
that the man could not live more than three months. He 
had atrophic cirrhosis and was suffering from diarrhoea 
and marked ascites. At the first tapping 5J4 gallons of 
fluid were withdrawn, and seven days later, at the second 
tapping, nearly 5 gallons more. Later in the year the 
patient was seen by Dr. E. G. Janeway, who thought he 
might perhaps live six months longer. Between January, 
18^, and December 20, 1900, he was tapped, in all, 21 times, 
the amount of fluid withdrawn at the different tappings 
varying from three to five gallons. For nine months after 
the last tapping there was no return of the ascites. At 
the end of that time he suffered from an attack apparently 
brot^ht on by an undue indulgence in the pleasures of the 
table, and died from auto-intoxication. 
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Stated Meeting, December 12, 1904. 

Dr. Robert Coleman Kemp read a paper on 

MUCOUS COLIC. 

He said there were, in all, about twenty-five names for 
this condition, the best-known synonyms being mucous coli- 
tis, membranous or pseudo-membranous enteritis, mem- 
branous colitis, and tubular diarrhoea. 

Age and Sex. — Having given a synopsis of the history 
of the affection, as recorded in medical literature, he stated 
that it is comparatively rare, but occurring most frequently 
among women between the ages of 20 and 40. 

Pathology, — ^There are various theories as to the etiology. 
As to the pathology, it is the consensus of opinion that no 
inflammation exists. A few cases have been reported, how- 
ever, in which some catarrhal inflammation, in addition, was 
present. Nothnagel explains this by the fact that there are 
two classes of cases : one in which there is the pure mucous 
colic with hypersecretion of mucus, and one in which the 
mucous colic is engrafted on a catarrhal colitis. The mucus 
may be passed in the form of long, thin, rubber-like bands, 
or like a tapeworm in shape ; also tubular, or forming a cast 
of the intestine. Again, there may be mucoid jelly-like 
masses, or the mucus may be in shreds, occasionally streaked 
with blood. Microscopically the membrane consists of a 
structureless matrix with columnar epithelium. Its chief 
constituent is mucus. 

Symptoms, — Patients suffering from this affection are 
markedly neurasthenic and morbidly self-conscious, and pre- 
sent an emaciated appearance. They usually give a history 
of long continued constipation (occasionally with an inter- 
mitting diarrhoea), loss of weight, palpitation, dizziness, dis- 
turbances of the genito-urinary system, and gastric derange- 
•>■ t^pes. A sudden attack of acute and severe 
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abdominal pain has been followed by more or less enlarge- 
ment and tenseness of the abdomen, when the nervous symp- 
toms have become extremely aggravated. Finally, the pas- 
sage of the mucous masses described occurs spontaneously 
with great straining, or with artificial aid. These attacks 
occur with varying frequency and severity, and in the inter- 
vals the nervous condition of the patient may be slightly 
improved. On palpation of the abdomen various sensitive 
points will often be found. Nothnagel describes a second 
type of mucous colic which is engrafted (a) on a cystic 
colitis (with absence of severe cramp attacks), or (b) on 
chronic catarrhal colitis. Dr. Kemp stated that he had a 
case of the latter kind at present under treatment, the colitis 
being due, as in Nothnagel's case, to adhesions and appen- 
dicitis. The appendix had been removed and adhesions 
broken up. The patient improved for a time, and then the 
condition returned. He found enteroptosis with gastrqpto- 
sis associated. Rose's belt was applied and other treatment 
instituted, and immediate improvement resulted. 

Original Investigations Regarding the Etiology. — ^He then 
described his own investigations into the etiology of mucous 
colic, which have been carried on for several years past 
The importance of ptosis of the gastro-intestinal tract was 
first called to his attention by Dr. A. Rose. The mainten- 
ance of a certain degree of intra-abdominal tension is a 
factor in preserving the position of the viscera, and hence 
a loss of tone in the abdominal muscles or absorption of 
intra-abdominal fat may be factors in the production of 
ptosis; likewise, an abnormal elongation of the mesentery 
or an atomic condition of the suspensory ligaments of the 
stomach and colon. The loss of tone in the stomach or in- 
testines (atomy) is another factor in its production. Tight 
lacing and parturition are also factors, as well as any disease 
or condition which is accompanied by loss of flesh. If a gas- 
troptosis is demonstrable, we know that an enteroptosis ac- 
companies it. This displacement undoubtedly favors secre- 
tory changes in the sacculated portion of the colon. Faecal 
accumulation is a further cause of irritation. Absorption, 
with resulting auto-infection and nervous disturbances, may 
thus readily occur. The nervous element is in this way 
satisfactorily accounted for, and neurasthenia per se can no 
more cause that peculiar entity known as mucous colic than 



H can cause gonorrhcea. In the new-born and in young 
children, in whom several cases have been reported, neuras- 
thenia certainly will not account for the conditi<Mi. Dr. 
Kemp's view is that mucous colic has as its chief etiological 
factor in ptosis of the colon with associated gastroptosis. In 
ten cases examined by him, enteroptosis was found invari- 
ably associated with gastroptosis. Enteroptosis and asso- 
ciated gastroptosis, with gastro-intestinal disturbances and 
auto-infection, he places as the factors of mucous colic, and 
the neurasthenia as the result of the auto-infection. He 
therefore considers it one of tfie manifestations of Glenard's 
disease. It is well known that not infrequently a condition 
of ptosis is found without the presence of any S3rmptoms 
referable to it, but in all such cases there has been estab- 
lished what may be called a condition of perfect ccmipensa- 
tion, so that physiological function is not disturbed. When- 
ever this compensation becomes lost or impaired, however, 
the symptom-complex of mucous colic will appear. 

Treatment — i. During the attack. Rest in bed. Appli- 
cation of heat to the abdomen. Irrigation, by means of 
Kemp's recurrent irrigator, with normal saline solution at 
a temperature of no degrees, 115 degrees, or even 120 
degrees F. Oil of peppermint, 5 to 15 minims to the quart, 
may be added. Several gallons of the fluid should be em- 
ployed once or twice in the 24 hours, and no fluid should 
be allowed to remain in the bowel afterward. High enemata 
of olive oil (from a pint to a quart) to aid in relieving 
spasm. Internally, tincture of belladonna, 10 minims every 
three or four hours and pushed even to physiological symp- 
toms. Occasionally it may be necessary to employ codeine, 
or even morphine, in extreme conditions of pain. The diet 
should be fluid. If the attack is prolonged, the internal 
administration of the valerates or of asafetida and the addi- 
tion of milk of asafetida to the enemata may prove of 
service. 

2. Between the attacks. Proper abdominal support (ex- 
erting upward and backward pressure) by means of bandj^- 
ing (Van Valsah-Hayes method). Gallant's corset, a silk 
abdominal supporter, or Rose's adhesive plaster belt. In 
exceptional cases the rest cure, hydrotherapy or electro- 
therapeutics must be employed as an adjunct. For the 
constipation the Kussmaul-Fleiner method of warm olive oil 
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enanata nightly (the injection to be retained all night) is 
of great value. A thorough bowel action should be secured 
daily, and the patient should be taught regular habits in 
going to stool. Massage of the colon and enteroclysis (sev- 
eral times a week) with normal saline solution are useful. 
Internally, carcara sagrada, with the addition, in some in- 
stances, of sodium phosphate in the morning, may be given 
with advantage. Other valuable measures in the treatment 
of mucous colic are inflation with carbonic acid gas and 
the carbonic acid gas bath. In nervous conditions the arti- 
ficial Nauheim bath has proved of service. Dr. Rose has 
also devised a simple method of administering the dry gas 
bath which has much the same eifect as the wet bath. In 
"mixed cases," with a co-existing catarrhal colitis, irriga- 
tions with silver nitrate, followed by saline solution and 
solutions of resorcin and other antiseptics, should prove 
of service. Here the pill of Dr. W. H. Thomson, contain- 
ing silver nitrate, resin of turpentine, liquor potassse, and 
liquorice powder, would be useful. Later, copper sulphate, 
in one-quarter-grain doses, should be employed. In pure 
mucous colic the use of small doses of olive oil or castor oil, 
given in capsules, seems to be of value, provided it does 
not increase the patient's dyspeptic symptoms. Resorcin, 
sodium benzoate, or bismuth salicylate, may be called for 
if there is much gastro-intestinal fermentation. Nux vomica 
or strychnine is useful in increasing the tone of the gastro- 
intestinal tract. 

Exercise and outdoor life are important The general 
nervous system must be toned up, and anaemia corrected. 
Iron and arsenic, and nerve tonics, such as the glycero- 
phosphates and other phosphorus compounds, should be ad- 
ministered. The condition of the stomach should be ascer- 
tained and achylia gastrica, hyper- or hypo-chloridridia, etc., 
appropriately treated. The patient should have an abundant 
diet. Van Noorden advocates a very coarse diet — bread con- 
taining plenty of chaff, vegetables rich in cellulose, fruits 
with skins, etc., to form ballast for the bowel, and claims 
excellent results. The addition of healthy fat, with increase 
in weight, means the cure of the patient. Codliver oil and 
fats such as Russel's emulsion are valuable when they can 
be assimilated. A resort to surgery is only rarely required 
in the treatment of mucous colic. 
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Dr. William H. Thomson said he knew of scarcely any 
trouble which was so vexatious both to the patient and the 
physician. This is particularly the case because the condi- 
tion is specifically characterized by low spirits, and if it lasts 
for any length of time in a woman it is accompanied by an 
appalling variety of distressing symptoms. The most im- 
portant point is the etiology, and what has most impressed 
him is the one story of chronic constipation, lasting perhaps 
ten, fifteen or twenty years. It is not difficult to under- 
stand that the continued or repeated presence of what may 
be termed a foreign body (the hardened faeces) in the intes- 
tines must have a most pernicious effect upon the innerva- 
tion of the whole alimentary tract. This, then, is the pri- 
mary and most common cause, resulting in the production 
of auto-infection and toxaemia. Here we have the reason 
why the disease has so often been pronounced a neurosis. 
Instead of being a primary neurosis, however, it is the local 
condition which causes the neurotic trouble so fiequently 
present. Other factors, in exceptional instances, are such 
exercises as excessive horseback and bicycle riding. In the 
treatment great assistance may often be obtained from the 
replacement of the displaced stomach and bowel, just as 
relief from distressing s)anptoms may be secured by the 
replacement of a displaced uterus or kidney. As to drugs, 
probably the best results may be obtained from the use of 
castor oil as an alterant, in doses not exceeding one-half 
drachm. To this may often be added with advantage asa- 
fetida or sodium benzoate. 

Mucous Colic and Gastropsia, — ^Dr. Achilles Rose: Some 
authors distinguish between enteritis membranacea and col- 
ica mucosa, and base this distinction on the presence or ab- 
sence of inflammation. They confess, however, that there is 
great difficulty in establishing the anatomical differentiation, 
and confine themselves to clinical symptoms. Thus they say : 
Enteritis membranacea is a real intestinal catarrh with dis- 
charge of membranes, sometimes in tubular shape, but with- 
out Sie characteristic colicky pains. Colica mucosa is char- 
acterized by the well-known complex of s)nnptoms, foremost 
among which are the colicky pains. Nothnagel, and per- 
haps others with him, call this form a disease sui generis. 
The different theories in regard to the etiology of mucous 



colic need not be enumerated here. One of them, according 
to which it is a constitutional and diathetic ailment with 
nervous and gouty influences, sometimes the former and 
sometimes the latter predominating, is a regular aoristia. 
This aoristia reminds one of the author who said of gas- 
tropsia : "The descriptions in the books of the symptoms of 
gastropsia are hopelessly obscure and chaotic; characteristic 
and diagnostic points are few and misleading." To this may 
be said : The symptoms in gastropsia are indeed manifold 
and numerous, but if we keep in view that there is only 
one factor, and that this factor is relaxation, we have a 
characteristic and diagnostic point which is not misleading, 
but indicates at once a rational method of treatment which 
in most, if not all, cases will cause the symptoms to disap- 
pear or to become ameliorated. This applies to some extent 
to mucous colic, which is not a disease sui generis, but is, at 
least as far as Dr. Kemp's and my own observations go to 
show, one of the manifestations of gastropsia. By this 
term should be understood abdominal ptosis, atony, or relax- 
ation. For scientific as well as for practical purposes it 
is best to employ Greek terms in our onomatology in their 
original meaning. The question whether gastropsia is the 
cause of mucous colic in all cases will have to be decided 
by further observation. While some writers have paid 
attention to the coexistence of gastropsia in this affection, 
up to the present time I know- of none but my friend Dr. 
Kemp and some European colleagues who, like myself, have 
considered the presence of gastropsia in treating mucous 
colic. 

Gastroptosia is very frequent and mucous colic is rare, but 
this does not exclude the fact that mucous colic may be one 
of the many kinds of manifestations of gastroptosia. The 
relation of certain ailments to gastropsia has been recognized 
only since abdominal strapping has been practiced. Dr. 
Rogers and myself found that cases of dismenorrhoea in 
which uterine flexions or ovarian troubles existed along 
with gastroptosia were promptly relieved by this strap- 
ping. Relief of gastroptosia was relief of the dysmenorrhoea. 
German colleagues who during the last two years have made 
extensive use of the strapping state that this method did 
better service in many instances of uterine flexions than all 
the pessaries. My own experience confirms this asser- 
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tion. Gastroptosia in women does not always cause 
dysmenorrhoea, nor in men and women always mucous colic ; 
but mucous colic, as well as dysmenorrhoea, may be caused 
by gastroptosia. Gastroptosia is very often the cause of 
disorders of circulation, as well as of nervous disturbances, 
and these disorders may in some instances cause mucous 
colic and in others dysmenorrhoea. The relief of gastrop- 
tosia, therefore, is relief of mucous colic and relief of dys- 
menorrhoea in the cases in which such relations exist. On 
this occasion I wish to say that Dr. Wm. H. Thomson was 
the first to appreciate the value of the strapping method 
when I spoke of it before this society five years ago, and 
that Dr. Kemp has done the most to make it popular among 
the profession in America. I owe great thanks to these 
two, and also to Dr. Dent, who permitted me to give the 
method extensive trial in the Manhattan State Hospital on 
Ward's Island. In Germany it was Dr. Walther aemm who 
introduced what Dr. Kemp has named the Rose belt. How 
highly it has been appreciated there we learn from a paper 
by Dr. R. Weissmann, of Lindenfels, in which he says: 
"There exists a large number of chronic cases going from 
Pontius to Pilatus, and not a small percentage of their ail- 
ments is connected with gastropsia. Physicians should, in 
cases of gastric disorder, neuroses, neuralgias, look for gas- 
tric atony, because they may, in many instances, relieve their 
patients from persistent and painful suflFerings by means of 
the simple Rose belt." 

The effect of carbonic acid gas introduced into the rec- 
tum is twofold: By its anaesthetic action it relieves pain, 
tenesmus and spasm, and by its stimulant action it corrects 
disorders of circulation. As a symptomatic remedy in mu- 
cous colic, in my experience, it far surpasses all others, the 
much lauded injections of oil included. The effect is prompt 
and remarkable, as I was especially convinced in a case in 
which for years all other possible means had been tried in 
vain. In conclusion, if it is true that mucous colic is caused 
by or connected with gastroptosia, then there can be no 
doubt that strapping is the most rational of all remedies in 
this affection. FurSiermore, the recognition of the relation 
of gastropsia to a number of ailments, such as heart and 
lung diseases, anomalies of gastric secretions and motor 
functions, and intestinal, uterine and nervous disorders, is 
of far-reaching importance. 
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Dr. Robert Abbe read a paper on 

INTESTINAL OBSTRUCTION FOLLOWING OPER- 
ATIONS FOR APPENDICITIS, 

which was illustrated by diagrams. The subject, he said, 
was one of growing importance. In his private practice dur- 
ing the last few years there had been ten cases of which he 
had exact notes, and it was upon this personal experience 
that he would base his remarks. It was an accident which 
no doubt occurred more frequently than was generally real- 
ized, as the symptoms resulting from it had formerly been 
attributed to other causes. Chit of the ten cases he had 
been able to save seven, and all would certainly have proved 
fatal had not timely operative interference been made. The 
obstruction is a mechanical one, and usually occurs in the 
form of a simple adhesive band. Formerly it no doubt re- 
sulted more frequently from the appendectomy itself than 
is now the case. This was due to the elaborate "toilet of 
the peritoneum" which was then considered necessary. Fix- 
ation of the intestine was liable to result from the pressure 
of the iodoform gauze employed. At the present time, how- 
ever, a simple washing out with normal saline solution is 
believed to afford the best results. Drainage is abandoned 
to a large extent, and hence one cause of the accident has 
now been eliminated. In the cases under consideration no 
such gauze application was employed. The date at which 
the obstruction commenced was as follows : On the second 
day, one case; fourth day, two cases; fifth day, one; sixth 
day, one ; twelfth day, one ; in one week, one ; in five weeks, 
one ; in two months, one ; in seven months, one. In one case 
that had come to his knowledge the obstruction did not occur 
until after five years. 

Symptoms, — The patient is supposed to have made a good 
recovery from the operation, when suddenly a new train 
of symptoms make their appearance. They do not have, 
however, the intensity of those caused by strangulated her- 
nia. First there is colicky pain, usually upward to the 
navel, which may come on gradually, and has sharp exacer- 
bations. The countenance becomes ashen, the eyes hollow, 
and the tongue furred. Usually there is albuminaria, and 
then anuria. All these symptoms are due to the circulatory 
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condition, a capillary anaemia, probably associated with car- 
diac weakness. The colicky pain, if long continued, is apt 
to be associated with vomiting. Such is the case if there 
is a kink in the intestine. With simple adhesions the vom- 
iting occurs later. Experience has shown that black vomit 
is not necessarily a fatal sign. From the local condition we 
might expect as)rmetry of the abdomen, but this is not usu- 
ally the case. As a rule it is dome-shaped. In such cases 
the search for indican in the urine is a waste of time. With 
pain, swelling of the abdomen, hiccough and regurgitation, 
there can be little question of the existence of intestinal 
obstruction. Loss of desire for food is one of the earliest 
signs. If the abdominal wound is unhealed, the secretion of 
the wound becomes altered. This is not because we have 
a septic wound, but is due simply to the loss of secretion 
resulting from the general circulatory condition. 

Prompt Operative Interference Demanded. — In from two 
or three days to an unlimited period after the operation, as 
we have seen, the obstruction may come on. The average 
time is five days to three weeks. As time goes on, the 
chances of intestinal obstruction become less. It is inter- 
esting to know whether acute obstruction can be overcome 
without operation. In exceptional instances it may. One 
such, the case of a girl of 14, in whom the obstruction de- 
veloped on the fourteenth day after the operation for appen- 
dicitis, was mentioned. This is not the rule, however, and 
the earlier the operation the greater the chances of success. 
Up to the second day almost every case can be saved, and 
the great point, therefore, is to operate early. In nine out 
of Dr. Abbe's ten cases the obstruction was located near 
the caput coli (within two feet of the ilio-caecal valve). 
An adhesion band was found there, and when such a band 
is divided the contents of the intestine are at once allowed 
to pass down, and the patient is usually safe. In one case, 
however, a second operation was required, as it was found 
after the first that there was another adherent structure of 
the intestine lower down. Before operating it is always 
well to empty the stomach with a tube. It is important to 
remember that, notwithstanding the existence of a stricture 
near the ileo-caecal valve, a patient may sometimes pass 
faeces and gas ; these coming simply from the colon. After 
an obstruction has lasted more than two days a case may 



— w — 

not do well, even if operated upon. The gut may by that 
time have become so thickened and altered in character that 
it cannot be restored to its normal condition. In operating* 
for appendicitis the chances of a subsequent intestinal ol^ 
struction will be diminished if as large an amount of saline 
solution as possible is left in the abdominal cavity. 



Dr. Clarence A. McWilliams read a paper entitled, 

RESECTION OF TWENTY-THREE INCHES OF 
GANGRENOUS INTESTINE DUE TO A VOLVU- 
LUS FOLLOWING A SECOND ATTACK OF AP- 
PENDICITIS. REPORT OF THIRTY-THREE 
CASES OF INTESTINAL OBSTRUCTION 
CAUSED BY UNOPERATED APPENDICITIS. 

In the Medical News of September 3 and 10, 1904, he 
said he had published a report of eighty-six cases of intes- 
tinal obstruction subsequent to operations for appendicitis. 
He wished now to supplement that article by reporting cases 
of obstruction which follow attacks of appendicitis which 
had not been operated upon, believing that this condition 
is not fully recognized as it should be by the general prac- 
titioner. In the majority the right diagnosis had not been 
made sufficiently early to offer to the patient the prospect 
of a successful outcome to an operative procedure, which 
in itself alone could bring recovery. He divided the cases 
into acute and chronic. These terms referred to the sud- 
denness and rapidity with which the normal circulation was 
impeded, and he used the terms intestinal obstruction, occlu- 
sion, and ileus as synonymous. Their symptoms were de- 
scribed as follows : 

I. Acute cases. There may be an antecedent history of 
one or more attacks of acute appendicitis, or "peritonitis," 
of greater or less severity, or there may have been mild 
attacks of simple discomfort in the lower abdomen with 
intestinal disturbances, not sufficeint to incapacitate, and 
not pronounced enough to be absolutely diagnosticated as 
appendicitis, yet whiA may make us suspicious of chronic 
appendicitis, or there may have been a history of previous 
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colitis, in which we know that the appendix has a great 
tendency to become involved, although it may not be recog- 
nized as such. Succeeding an attack, or attacks, of any 
of the above types, after an interval varying from months 
to many years, there suddenly develops, either without any 
known reason, or following some indigestible meal, or al>- 
dominal blow, or over-exercise, an attack which at first 
lodes like simple intestinal colic. Unlike this, however, it 
does not yield to any treatment; pressure on the abdomen 
cannot be borne as is the case in simple colic. There is 
intractible vomiting, which is an early and constant symp- 
tom in all acute obstructions. This vomiting begins with 
eructations of gas and mucus, followed later by stomach con- 
tents mixed with bile, then pure bile, which is succeeded by a 
brownish, and finally a faecal vomitus. The higher the ob- 
struction in the bowel, the more violent is the vomiting, and 
the earlier it makes its appearance. When the obstruction 
is in the jejuntmi, or upper part of the ileum, the vomitus 
is never really faecal. True faecal vomiting can come only 
from an obstruction to the lower ileum or colon. The vom- 
iting is intensified by anything which increases peristalsis, 
such as food or cathartics, and yields to no treatment. A 
striking peculiarity is that when vomiting once begins it 
usually continues to the last. It is at first violent, with 
exhausting retching, but later each act is marked by tem- 
porary relief. 

Pain is a constant and early symptom, being at first par- 
oxysmal, corresponding to the violent attempts of the intes- 
tine to force its contents by the obstruction. The pain soon 
becomes continuous, although there are periods of partial 
relief. The more absolute the obstruction the less intermit- 
tency there is to the pain. Pressure on the abdomen in- 
creases it. The site of the pain, in the beginning, is usually 
at the umbilicus, since it is referred to the solar plexus, 
from which it is reflected to the umbilical region, hence the 
seat of pain in the beginning is no guide to the location of 
the obstruction. It is intensified by anything which increases 
peristalsis, such as food or purgatives. Later, as the ob- 
structed intestine becomes distended with gas and decom- 
posing fluids, and the peritonaeum becomes inflamed and 
swollen, the pain is constant and severe, and is localized 
about the affected region. The supervention of gangrene in 
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the obstructed bowel is marked by diminution in the pain, 
provided peritc«iitis has not already arisen. Obstruction 
in the large bowel excites but slight pain, due to the fact 
that peristalsis in the large intestine is normally much less 
active than in the small 

Constipation becomes more and more complete as the case 
progresses. Enemata at first may cause the escape, per rec- 
tum, of the gas and the faeces which are in the intestines 
below the point of constriction, which fact may mislead, 
and cause precious time to be lost in vain attempts to open 
the bowel. Cathartics likewise tend greatly to exhaust the 
patient because of the increased violence of peristalsis caused 
thereby, with its consequent greater pain and expenditure 
of nervous energy. Distention gradually increases in the 
intestines above the occluded point. In intestinal obstruc- 
tion resulting from appendicitis, the site of obstruction is 
always in the small intestine, and most frequently in its 
lower region. Meteorism is most prominent in the mid part 
of the aMomen, and, in the acute cases, not usually ^ suffi- 
ciently localized as to be perceptible by palpation, or inspec- 
tion, as confined to a definite loop. Distention in this variety 
of obstruction is rarely conspicuous until peritonitis super- 
venes, because the constant vomiting and eructations of gas 
serve to relieve the accumulation. Later on, distention, due 
to the peritonitis with its consequent paralysis of the intes- 
tines, even without perforation, may become very diffuse and 
general, and embarrass the heart and limgs by pressure. 
Perforation may occur, and give the signs of free air and 
fluid in the peritoneal cavity. The higher up the obstruc- 
tion is situated the less is the distention. . Abdominal 
rigidity and tenderness at first are very slight, and limited 
to the portion of the abdomen in front of the constricting 
point. There may be some general cutaneous hyperaesthesia. 
Later on, as the peritonaeum becomes involved, the rigidity 
and tenderness both are marked, at first localized, then be- 
coming more and more general as the peritonitis spreads. 
The intestine at the constricted point may become so dis- 
tended with fluid as to give rise to a localized area of dull- 
ness. A mass is usually not palpable in the case of an 
obstruction by a simple band. A volvulus or hernia may 

tion. 
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The pulse at the outset may be rapid and feeble, from 
sudden shock to the abdominal sympathetic. In this it differs 
from simple intestinal colic, in which the pulse remains full 
and not rapid. As the shock is recovered from, the pulse 
approaches somewhat the normal, or may be even slower 
than normal. Later it becomes rapid and feeble as the 
peritonitis spreads, or the poisonous intestinal contents are 
absorbed. 

The leucocyte count is usually of little help. This ques- 
tion of the value of the leucocyte count in abdominal dis- 
eases is a much vexed one at the present time, and a satis- 
factory interpretation of the varying counts has not yet 
been arrived at. The earlier promises that this examination 
held out have not as yet been fulfilled, and it is of value 
only when considered in conjunction with all the other signs. 
A low count, with the other cardinal symptoms well devel- 
oped, should be left out of consideration when debating the 
pros and cons of an operative procedure, since there may be 
a normal leucoc3i;e count with the abdomen full of pus. A 
high count would mean that some grave condition was 
present, such as gangrene or perforation, and it would simply 
strengthen our view that some operative interference was 
urgently required. It is also of interest to note that as soon 
as symptoms of general septicaemia are present, bacilli coli 
communes may be found both in the urine and blood. 

The condition of the urine in patients with ileus has re- 
ceived much study. It is usually scanty in amount. Carter 
called attention to the presence of indican. "Diagnostically 
the appearance of abnormally large quantities of indican in 
the urine indicates merely that there is abnormal putrefaction 
of albumin somewhere in the body. Farther than this we 
can rarely go, and it is a precarious matter to make a special 
diagnosis on the basis of increased indicanuria, for we must 
never forget that simple coprostasis may lead to a great 
increase of the urinary indican." (R^f* Handbook of the 
Med. Sciences, Vol. VIII., page 45.) 

The patient with acute intestinal obstruction is early much 
prostrated, and the physiognomy is characteristic of grave 
nerve depression. The extremities are cold, and the respira- 
tions are shallow and hurried. There are g^eat thirst, and at 
first restlessness, which later changes into apathy. The 
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higher the lesion, the greater is the shock, owing to the more 
intimate association of the tipper part of the bowel with the 
sympathetic nervous system. Shock and, later, collapse are 
due partly to nervous disturbance, partly to the absorption 
of toxic materials, and partly to the withdrawal of fluid 
from the body, as a result of the vomiting; the portal area 
is also much engorged, and this adds to the want of fluid 
in the systemic circulation. The stethoscope, applied to 
the abdomen, will enable one to hear at first very violent 
peristaltic sounds, possibly heard with greatest intensity 
over some one portion of the abdomen, which later may be 
found to correspond with the anatomical position of the 
obstruction. It is of particular diagnostic worth if there 
is at the same time a local distention of the abdomen. Later, 
as the peritonitis advances and the intestines become para- 
lyzed, peristaltic sounds are fainter and fainter. There may 
be free fluid appreciable in the abdomen early in the disease. 
This is comparable in its genesis to the fluid found in the 
sac of a strangulated hernia, and occurs sometimes before 
meteorism becomes at all marked, which renders its detec- 
tion easy ; if the patient be examined frequently its increase 
hour by hour may often be noted. 

It must be remembered that the early s)rmptoms of acute 
intestinal obstruction are caused by strangulation of the 
blood current, and not by mere obstruction to the faecal 
stream. The latter (obstruction to the faecal current) when 
present alone, as in cancer of the bowel wall, causes very 
slow and chronic symptoms. Rectal and vaginal examina- 
tions should never be omitted, and the external hernial 
openings should be palpated for a possible strangulated 
hernia. 

As to the pathology of the condition, two loops of intes- 
tine become, as a result of peritoneal inflammation, adherent 
by their peritoneal coats, or a loop may become adherent to 
the parietal peritonaeumi. Subsequently, as the respective 
loop, or loops, drag on this point of adherence, the perito- 
naeum becomes drawn out into a band of greater or less 
thickness and length. The inflammatoiy products in this 
band become organized into connective tissue, and we have 
a permanent fibrous structure remaining, which has a great 
tendency to contract. The appendix itself may act pre- 
cisely as a band, becoming adherent by its tip to the parietal 
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peritoneum, to the mesentery, to the intestine, to the uterine 
annexae, etc. In these 33 reported cases, the appendix was 
the obstructing band in eleven cases. In any case the band 
predisposes to a dangerous condition, for it may lead to 
any one of several occurrences. A band, attached to an 
intestinal loop, by its contraction may draw the intestine 
out into a spur, whose free peristaltic movements are less- 
ened by the adhesion, both causes consequently placing an 
obstacle in the way of the circulation of faeces. As the 
statis increases, the kink increases, until finally the obstruc- 
tion is complete. Or, again, a band may become attached 
by its two extremities to a loop of intestine parallel to its 
long axis. Contraction of this band may produce either a 
kink or a torsion of the intermediate portion of the bowel. 
Or a band may be formed in front of a piece of intestine 
which it compresses. An attack of acute indigestion may 
distend the intestine above the loop, and the increased dis- 
tention and peristalsis may cause it to kink so as to obstruct 
its lumen, and cut off the circulation at this point; or a 
complete kink. may be caused by some sudden blow or exer- 
tion. A loop of intestine may force itself beneath this band, 
and, by the same causes acting as above, a twisting, or 
volvulus, be produced beyond the band, cutting off the cir*- 
culation of blood and faeces. Again, a band may form the 
partial boundary of an opening through which a loop of 
intestine may force itself and Income strangulated, and we 
then have an internal, strangulated hernia. A loop of ileum 
may become attached to the small intestine in immediate 
proximity to the inflamed appendix. These two loops may 
suddenly become twisted about their points of attachment, 
so as to produce complete obstruction. There may also be 
formed true knots of the intestine. Unless each of these 
conditions is speedily relieved, gangrene of varying lengths 
of the intestine, from cutting oS of the vascular circula- 
tion, may supervene, resulting in perforation and fatal gen- 
eral peritonitis. A localized abscess is rarely formed, because 
perforation is so rapid as to occur before protecting adhes- 
ions have a chance to form, which would wall in the abscess 
and thus prevent infection of the general peritoneal cavity. 
Obstruction is not so apt to occur during the first attack of 
appendicitis as some time afterwards, since, during the first 
attack, the adhesions are soft and yielding, not yet having 
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had time to organize. As a result of the previous inflamma- 
tions, we may find that the appendix itself is simply a band 
of connective tissue, its lumen having become obliterated by 
the antecedent inflammations. 

2. The chronic types of intestinal obstruction, resulting 
from inflammations in and about the appendix, are rarer. 
Following the original appendicitis, there may be a longer 
or shorter period of perfect health. The patient then begins 
to complain of digestive disturbances, particularly from the 
side of the bowel activity. Constipation becomes more and 
more marked, relieved with greater and greater difficulty 
by cathartics and enemata. lIUs constipation may alternate 
with occasional watery diarrhoea, due to catarrhal enteritis, 
caused by the irritation of retained, decomposing faeces above 
the constricting point. There may be attacks of intestinal 
colics with nausea and vomiting, relieved by thorough evacu- 
ation of the bowels. These attacks occur at irregular inter- 
vals, and are due to temporary obstruction, above the con- 
stricting point, of a mass of undigested, impacted food or 
faeces. A diagnosis may be made at this time, and that, too, 
much to the patient's advantage, for abdominal massage and 
electricity may so stretch the adhesions as to prevent their 
contraction, and thus ward off complete obstruction. Care- 
ful watching of a patient with a history of appendicitis, or 
one which makes us suspicious of a chronic appendicitis, and 
who has the above symptoms, will enable the right diagnosis 
to be made. Oftener, however, that of intestinal indigestion 
is made, and the patient is plied with drugs, and placed upon 
a more and more rigid diet when the symptoms do not yield, 
with the result of causing loss of flesh and strength, at times 
of extreme degree. Chronic obstruction is caused by the 
gradual contraction of adhesions between two loops of bowel, 
or about a loop, or by the gradual or periodic forcing of a 
coil beneath a band, etc., resulting in the progressive diminu- 
tion in the calibre of the bowel. Persistence of these symp- 
toms urgently requires operative interference. Sudden com- 
plete obstruction may come on at any time without obvious 
cause, or determined by an overhearty meal (acute intestinal 
indigestion), violent exertion, or injury. The symptoms 
then of complete acute obstruction are in full evidence, re- 
quiring active operative treatment. It is worthy of special 
note that the severest forms of ileus begin slowly. 
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Diagnosis. — ^The all-important point to determine is 
whether a true mechanical obstruction is present or not, 
irrespective of its etiology. To delay laparotomy because the 
exact cause is not apparent, and in order to determine this 
cause, is a fatal mistake. The typical cases are usually plain 
enough as to diagnosis ; it is the atypical ones which puzzle 
us, those which lie on the borderland between true mechani- 
cal obstruction and adynamic obstruction, in which symp- 
toms of transient ileus lead us astray. The diagnosis of either 
of these conditions generally presents difficulties only in the 
beginning stages, but it is just at this time that in a correct 
diagnosis and proper treatment lies the patient's future wel- 
fare. 

The investigation of a patient with a possible intestinal 
obstruction should proceed somewhat as follows : i. The 
history of the patient for years previous should be care- 
fully gone into, to find any trace of inflammation of the 
peritonaeum, due to sepsis in the appendix, gall bladder, 
tubes, or resulting from leakage of an old perforating gas- 
tric or duodenal ulcer, causing adhesions. 2. The history 
of the present attack should then be investigated, noting 
particularly the manner of onset, whether acute or gradual, 
the duration of the symptoms, and whether there have ever 
been previous subacute attacks. 3. A most careful, me- 
thodical, and painstaking examination of the patient should 
then be made. 4. Inspection should determine the amount 
of the general abdominal movements during respiration, 
whether there be any inequality in the amount of the move- 
ment in the various segments of the abdomen, also the pres- 
ence of any prominence such as would be caused by an 
underlying tumor. The existence of visible peristalsis or 
enlarged coils of intestine should be looked for; such are 
rarely seen in the acute types, but may be evident in the 
chronic ones. The amount and character of the distention 
are studied, and whether or not it is located in the centre 
of the abdomen, as when small intestines are involved, or in 
the flanks, as occurs when the obstruction is in the rectum 
or sigmoid. 5. Palpation should elicit a point or points of 
tenderness and their general and relative intensity, general 
or localized muscular rigidity, presence or absence of a 
tumor, and, if present, its size, shape, character, etc., pres- 
ence of rigidity of one costal arch more than the other 
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(Eliot), etc. All the normal and abnormal hernial open- 
ings are investigated, as are also the rectum and vagina. 
The heart and lungs are carefully gone over. 6. Percussion 
will reveal the presence or absence of free or encapsulated 
fluid, or free gas in the abdominal cavity. Local dullness 
may signify a loop of intestine distended with fluid. 7. 
Ausculation will enable us to determine by the peristaltic 
sounds the presence and amount of local or general intes- 
tinal paralysis, as well as any point of increased peristaltic 
movements, such as we find just above the constricting point 
in the early stages. 8. Qianges in the temperature and 
the pulse are carefully and frequently noted, and interpreted 
accordingly. The urine is examined as usual, and, in addi- 
tion, the amount of the indican is determined. The blood 
is counted for the number of leucocytes, and the result in- 
terpreted in conjunction with the rest of the symptoms. 

Prophylaxis consists in careful regulation of the diet of a 
patient who has had an attack of appendicitis, for from four 
to six weeks after such an attack, in order to avoid acute in- 
digestion. Constipation should be guarded against, and at- 
tacks of gaseous indigestion with colicky pains should be 
carefully watched, and treated promptly and vigorously. It 
has occurred to the writer that it would be rational to employ 
gentle abdominal massage, either with the hand or the can- 
non ball, beginning four or five weeks after every acute 
appendicular inflammation, in order to stretch and loosen 
the adhesions. 

Treatment. — Ileus occurring within four or five weeks 
after the original appendicitis, is more likely to yield to pal- 
liative treatment than that occurring after a greater lapse 
of time, for in the former case the adhesions are softer and 
more yielding. At the onset of the attack, while the diag- 
nosis is as yet uncertain, an initial cathartic with repeatwl 
high enemata, gastric lavage, gentle abdominal massage with 
frequent changes in the position of the patient, together with 
electricity to the abdomen, are all in order. An initial dose 
of morphine is permissible, but none further should then be 
given, for the symptoms are thereby masked, and the diag- 
nosis is obscured. The diagnosis should be made within 
the first twenty-four hours of the onset, when further pal- 
liative attempts to overcome the obstruction should be de- 
sisted from, since these simply exhaust the already prostrated 
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patient. Faecal vomiting should never be waited for! The 
treatment now is expressed in the one word, laparotomy, and 
that, too, at the earliest possible moment, for statistics show 
that the mortality of the operation rises appallingly with each 
hour of delay. 

There are two main objects to be accomplished: i, to 
empty the distended bowel, since the patient is being slowly 
poisoned by the absorption of the septic contents ; 2, to re- 
move the cause of the obstruction. A general anaesthetic is 
to be preferred, except in most desperate cases, where cocaine 
may be used locally. To prevent the patient drowning him- 
self with faecal vomitus, it is advisable to wash out the stom- 
ach prior to the operation, and to have the head lower than 
the body during Ihe operation. An incision in the median 
line below the umbilicus is made and search at once instituted 
for the cause of the obstruction. This may be difficult on 
account of the distended condition of the intestine. This 
latter may be partially overcome by aspirating the bowel, or, 
better, by opening it in one or more places, care being 
taken to prevent soiling of the peritonaeum, the openings 
being subsequently closed by two rows of Lembert silk su- 
tures. If the case be in extremis, an artificial anus may be 
at once established, leaving the obstructing cause to be re- 
moved later. Usually it will be possible to institute a me- 
thodical search for the cause of the obstruction. If this is 
not evident at once, a distended loop should be drawn into 
the wound, and followed along in the direction of increasing 
distention and tension until the occluded point is reached, 
which should then be treated as the individual conditions re- 
quire ; kinks, adhesions, herniae, twistings, etc., are all freed, 
and the intestinal contents above the obstructing point mas- 
saged into the collapsed portion below. If the gut wall is 
so damaged as to threaten perforation, or if it is already 
gangrenous, we may proceed in two ways : i, by resection of 
the damaged area with end to end anastomosis; 6r, 2, by 
the formation of an artificial anus. The former gives better 
results in the majority of cases, and is much to be preferred. 
Search should always be made for a second point of ob- 
struction, since sufficient cases are already on record to 
show that surgeons have been satisfied to remove one ob- 
struction without searching for a second, which autopsies 
have revealed to be present and fatal. Before the patient 
leaves the table, the stomach should again be washed out. 
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The postoperative treatment should be conducted with 
great care. Frequent gastric lavage will relieve the vomit- 
ing. Cocaine hydrochloride, grain yi to Vjo* may be given 
every four hours to allay the irritability of the stomach and 
to act as a stimulant. Morphine should be interdicted and 
its place taken by hypodermics of codeine, grain i, every 
two or three hours, if absolutely necessary. Plain after the 
operation is partially due to the stretching of newly formed 
adhesions or to solid material passing over the site of stric- 
ture. Stimulants, such as strychnine and adrenalin (15 
minims every two hours), may be administered hypoder- 
matically, while atropine may be given in the same way to 
stimulate peristalsis. High enemata are used every three 
hours until the bowels act. Thirst and the loss of the body 
fluids by vomiting, etc., are overcome by salt solution admin- 
istered by rectum, or by hypodermoclysis, every four to six 
hours. To the salt solution are added adrenalin or whiskey, 
as thought advisable. Small doses of calomel are given as 
soon as the stomach will tolerate them. 

An analysis of the 33 cases reported from various sources 
showed the following facts: Volvuli occurred in six pa- 
tients, of whom four died and two recovered ; kinks occurred 
in four, of whom three died and one recovered, and bands 
occurred in 23, of whom eight died and 15 recovered. Out 
of 33 patients, 15, or 45.5 per cent., died, while 18, or 54.5 
per cent., recovered. ITiis is a startling mortality certainly, 
and is cause for searching investigation on the part of both 
physician and surgeon, in order to determine what can be 
done to lessen this appalling result. By consulting the table 
of the length of time that the obstruction had existed before 
the operation, we find that this was given in 19 cases, the 
average of which was four and a half days. Seven patients 
were operated upon within three days with a mortality of 
two, or 28.5 per cent., while 12 were operated upon after four 
days, with a mortality of eight, or 66.6 per cent. ! The lesson 
is obvious: early operation is the only salvation for these 
patients, and the burden of responsibility rests with the gen- 
eral practitioner, who always sees these patients first. The 
slightest suspicion of obstruction, which is raised at once by 
the failure of medical measiu*es, should be the signal for im- 
mediate consultation with- a surgeon upon whom, then, will 
rest the responsibility of operating or not. Nothing is more 
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gratifying and certain in surgery than the prompt recovery 
after early operation of a patient with a simple mechanical 
obstruction. In fifteen of the cases the number of previous 
attacks is specified. In nine cases there was but one attack of 
appendicitis. In four cases there were four attacks, and in 
two cases there were three attacks of previous appendicitis. 

In the case in which 23 inches of intestine were excised 
the patient was a boy seven years old. On account of his 
alarming condition it was decided to make an artificial anus 
after excision of the gangrenous intestine. Two large clamps 
were placed on the healthy gxit just beyond each extremity 
of the gangrenous portion of the gut and the bowel was 
divided between the clamps at these two points. Oamps 
were placed along the cedematous mesentery, which was then 
divided byond the clamps. The pedicles in the clamps on the 
mesentery were tied with catgut. The clamp on the lower 
bowel was seen to be at the ileocaecal opening. The meso- 
caecum was too short to allow this end to be brought into the 
median wound, so the clamp, closing the caecal opening, was 
pushed through the intermuscular appendix wound, and the 
caecum brought through to the level of the skin, where it was 
stitched to the muscles by some catgut stitches. The clamp 
was not removed from the opening into the bowel. The 
upper part of the median wound was closed by through and 
through sutures of silk passed with a handle needle. The 
clamp closing the proximal small intestinal opening was 
brought into the lower portion of the median wound, and 
the gut was sutured to the muscles, an inch of intestine being 
made to protrude beyond the level of the skin. Complete 
closure of the remainder of the abdominal wound. The pro- 
truding intestine being held up with forceps, a rectal tube was 
inserted into the lumen of the small gut for five or six inches 
and the gut was tied snugly about the tube with a circular 
suture of silk. In this way it was hoped to prevent soiling of 
the wounds. There was an immediate escape of gas and 
slight amount of fluid faeces from the end of the tube. Gas- 
tric lavage was given on the table, and a large amount of 
dark, faecaloid fluid was brought away. Death occurred early 
in the morning of the fourth day after the operation, and 
was due either to the sepsis caused by peritonitis, or to the 
poisoning caused by absorption from the putrid bowel con-* 
tents. 
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DISCUSSION. 



Dr. Algernon T. Bristow said that personally he had 
met with only one or two cases of intestinal obstruction fol- 
lowing the operation for appendicitis, and this had also been 
the experience of his colleague, Dr. George R. Fowler, who 
had operated more than 2,000 times. The symptoms of ob- 
struction, as described by Dr. Abbe, were practically those 
met with in septic peritonitis. The important point to note 
was that these s)anptoms occurred in a patient previously 
doing well, while in the case of peritonitis they occurred in 
one doing badly. In some cases of angulation of the intes- 
tine Dr. Bristow had had good results from the formation of 
an artifijcial anus. This was done under local anaesthesia 
with cocaine, as he did not deem it safe to use a general 
anaesthetic. 

Dr. Carl Beck said that not so very long ago intestinal 
obstruction was regarded as an unknown quantity, and that 
even 25 years ago any attempt to remove such obstruction 
by operation would have been condemned by the profession. 
He spoke of the diagnosis of intestinal adhesions from dis- 
tended gall bladder and other conditions, and said the X-ray 
had proved useful in his hands. In certain chronic cases of 
adhesions characterized by extensive cobweb-like formations, 
of which he had seen three or four instances, the prognosis 
was very bad. 

Dr. Forbes Hawkes said that in the differential diagnosis 
between sepsis and adhesion bands the condition of the right 
rectus muscle was of importance. When bands are present, 
there is a much greater amount of rigidity. As to the danger 
of causing adhesion by the leaving of gauze in the abdominal 
cavity for drainage, he thought this could be practically obvi- 
ated by placing rubber tissue around the gauze. Before 
operating for appendicitis it was always good practice to 
thoroughly clean out the lower bowel, for if that was done 
even a small movement after the operation indicated that 
the bowels had started up. 

Dr. Robert T. Morris said that Dr. Abbe was to be con- 
gratulated on his results, which were certainly much more 
favorable than the average. He felt, as Dr. Bristow felt, 
that cases of angulation occurred frequently, and he be- 
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lieved that such could be relieved by means other than opera- 
tion. His plan of treatment consisted of (i) massage, (2) 
posture (elevation of the hips), and (3) the use of ergot. 
In many cases of post-operative ileus these three agencies 
would save the patient's life. Frequently he had seen within 
thirty minutes pronounced evidences of the relief afforded 
by them. In his hands this mode of treatment had proved 
practically more successful than operation, and he had seen 
cases relieved by it which would ordinarily have been c^r- 
ated upon. 
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Atmuai Meeting, January 9, 1905. 

Dr. Arthur C. Brush read a paper on 

PROFESSIONAL RESPONSIBILITY IN THE DIAG- 
NOSIS AND CARE OF THE INSANE. 

The responsibility for the early recognition of insanity, 
he said, dearly rests with the general practitioner. In- 
sanity has never been successfully defined, and, wisely, the 
law of this State makes no attempt to define it. It has, how- 
ever, established, both by legislative enactment and judicial 
decisions, a well-defined line between responsibility and irre- 
sponsibility from insanity and other causes. 

This applies to civil as well as criminal cases, and the 
physician should be able to aid the cause of justice in de- 
ciifing as to the mental health of his patient The law ex- 
cludes from among the irresponsibles those cases which are 
recognized in medicine as moral or impulsive insanity, and 
also those cases of temporary mental derangement which 
follow the use of drugs, such as alcohol, if taken voluntarily. 
It appears, then, that it is the duty of the family physician 
to detect abnormal mental processes in the young, and ad- 
vise proper mental and physical means for tfieir correction, 
a duty which is rendered more imperative each year on 
account of the rapid increase in the number of insane. It 
is also his duty to advise the family when restraint, by 
means of a commitment as an insane person, is necessary, or 
when a committee is called for to take charge of the affairs 
of a person incapable, through insanity or other causes, of 
managing these himself. 

It is evident that there is no clear dividing line separating 
sanity from insanity. As a lunacy commitment is a legal 
act, the consequences of which rest with the committing 
physician, the only safe rule is to refuse commitment as long 
as the insane person knows the value, quality and conse- 
quences of his acts, conducts himself with propriety, and is 
not dominated by a delusion which renders him dangerous 
to himself or others. The classification of insanity is purely 
clinical, except in the disease known as general paresis, and 
until within a few years it seemed well settled. Recently the 
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profession, recognizing the faults of the older one, has 
adopted the classification of Kraeplin with considerable en- 
thusiasm. Although this has also been found imperfect, it 
is an improvement on the old classification, and Dr. Brush 
said he would adopt it in describing the diagnosis of the 
various abnormal mental conditions included in the insane 
condition. 

Insanity may appear gradually, but as a rule its inva- 
sion is insidious. In the majority of instances it develops 
on a neurotic basis, and it is in the failure to recognize the 
insidious cases before their full development that most of 
the errors in diagnosis are made. While there are no ele- 
ments found in the abnormal mental states of the insane 
which are not normal in the mind, these are found to be 
changed, and it is in our power to recognize the real meaning 
of these changes which enables us to distinguish the true 
insanities from the abnormal mental states found in neuras- 
thenia and hysteria. Early in the disease the patient com- 
monly presents what are known as neurasthenic symptoms, 
such as insomnia, headache, easily induced mental fatigue, 
etc., but along with these we find mental abnormalities which 
do not belong to simple states of nervous exhaustion. The 
mood is often profoimdly changed. Memory may be ab- 
normally acute, as in melancholia and paranoia, or it may be 
partially or completely destroyed. In testing memory, it 
should be borne in mind that the patient may answer readily 
and apparently correctly, while in fact the answers contain 
facts that are entirely false. The disturbance and weak- 
ening of the action of the volitional centres lead to marked 
changes in the arrangement and flow of the patient's ideas 
or concepts. The power to select concepts and trains of 
thought is known as attention, the power to refer a concept 
to its cause as reason, and to form concepts into a definite 
plan of action as judgment. It is in this higher sphere of 
mental action that we find, as might be expected, the most 
marked changes in the abnormal mental state known as in- 
sanity. Having referred to some of the manifestations ob- 
served in different varieties of insanity, he went on to say 
that when the judgment is not destroyed the patient may 
recognize the character of his abnormal concepts and yet 
not have sufficient controlling power or will to resist their 
influence. This constitutes the leading symptom in the de- 
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generate class of defectives, as the pyromaniac, dypso 
maniac, pervert and kleptomaniac. Such cases alone form 
the moral or impulsive insanities which are not recognized 
by law. 

Impressions stored up in the volitional centres may arise 
in the mind without peripheral irritation, and the patient is 
then said to have an hallucination. When the patient is so 
disturbed that he does not recognize the real nature of the 
impulses received from his senses or his internal organs, he 
is said to have an illusion. Delusions are concepts which 
have no foundation in fact, and the difference between an 
insane and a sane delusion is that in the insane form it is 
fixed and the patient cannot be made to see its absurdity. 
Delusions are most marked in paranoia and melancholia, 
where the patient forms his whole mental life around them. 
A marked difference between these two affections is that 
the melancholiac refers all his troubles to himself, while the 
paranoiac refers them to outside sources. Delusions are also 
marked in the paranoid form of dementia praecox and in 
senile and alcoholic insanities, and in the maniacal state of 
various insanities they are constantly changing. 

These mental changes produce corresponding ones in the 
appearance and actions of the patient. In melancholia and 
the melancholy stages of maniac-depressive insanity we find 
the expression of grief, and the patient remains motionless or 
paces about in mental agony. In the maniacal states of 
maniac-depressive insanity, disturbed paresis, traumatic and 
puerperal insanity, epileptic mania, and delirium tremens we 
find the wandering gaze, the constant movement, the rapid 
change in mood and expression, the rambling, incoherent 
speech and extreme divertability (attention being destroy- 
ed). In dementia praecox the expression is vacant; in the 
depressed form it is, in addition, anxious, and in the para- 
noid form suspicious. The patient may be stuporous or cata- 
leptic, and is extremely divertable. Resistance to commands 
or suggestions is marked, and frequently there is a constant 
purposeless repetition of certain movements, or katatonia. 
The patient's mood does not correspond with his delusions. 
In paranoia there may be but little change in the speech or 
actions, but the patient shapes his life in conformity with his 
delusions. In paresis we note physical signs, such as ataxia 
of gait and movement, imperfect speech, general muscular 
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tremor, the spastic-myotic or Argyll-Robertson pupil, and 
the exaggerated or abolished knee-jerk. With these, in this 
country, we find most frequently a state of dementia, less 
frequently that with grandiose delusions, and least com- 
monly that of depression. Alcoholic insanity frequently re- 
sembles paresis, but the Argyll-Robertson pupil is absent. 
Another type of this closely resembles paranoia with de- 
lusions of persecution. In senile insanity we note the de- 
mented look, the improper arrangement of the clothing, the 
general tremor, the loss of memory, especially for recent 
events, a change in the morals, and often delusions of per- 
secution or poverty. 

Dr. Frederick Peterson read a paper entitled 

WHAT THE STATE OF NEW YORK IS DOING FOR 
THE INSANE AND FOR THE ADVANCE- 
MENT OF THE SCIENCE OF MEDICINK 

The annual increase in the number of the insane under 
State care, he said, is between 700 and 800. Every hospital 
is greatly overcrowded, though the movement of population 
is rather rapid, about 6,000, in rough figures, being admitted 
yearly and 5,000 discharged. The Lunacy Commission, con- 
sisting of one medical man, one lawyer and one layman, 
have the entire supervision of these institutions. The chief 
duties of the Commission are to visit all of the thirty-nine 
public and private hospitals in the State twice a year, or 
oftener if necessary, to examine into their needs in the way 
of improvements, repairs, etc., to look over and revise the 
thousands of items of proposed expenditure in the estimates, 
to prepare plans for new construction, and to look to the wel- 
fare of the patients. In addition to this, the medical com- 
missioner must see and examine all of the new patients ad- 
mitted each year. It is not the fault of a medical man who 
becomes a hospital superintendent that his labors should tend 
to become more and more administrative and less and less 
professional. This is the fault of the system. The assisting 
physicians take the superintendent as their model, and while 
they are brought more closely into contact with the patients 
and the medical work, the system is prone to make them also 
more and more administrative officers and less and less med- 
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ical in their tendencies. These young men have placed be- 
fore them an enormous mass of mecScal material, but they 
find the problems of psychiatry most abstruse and difficult 
and fall into a dull and dispiriting routine. These facts are 
true of a hundred asylums in this country and of a hundred 
or more in Great Britain. 

New York, however, by her efforts to change this state 
of affairs, has placed herself in the lead of all American and 
British communities. There are no better public hospitals 
for the insane than ours, and there are no others where at 
the present time more purely scientific and medical work is 
being done. To Dr. Carlos F. MacDonald, a former lunacy 
commissioner, the credit is due of having established the 
first central laboratory in this country for the study of 
psychiatric problems. Excellent work has been done in it 
since its first inception, and during the past three years, 
under the direction of Dr. Adolf Meyer, a great deal of at- 
tention has been paid to the matter of stimulating interest 
among the 130 physicians constituting the staffs of the four- 
teen State hospitals. In this central Pathological Institute, 
v/hich is on Ward's Island, where there are 4,000 patients, 
there are, in addition to the director, a staff of workers in 
pathology, chemistry, psychiatry, clinical psychiatry, and the 
l?ke. While research work is an important function of the 
Institute, the instruction of the physicians in the State hos- 
pitals was felt to be of almost equal consequence. During 
the first year of Dr. Meyer's incumbency all of the superin- 
tendents of these institutions attended a brief course of lec- 
tures and demonstrations, and sixty-five of the assistant 
physicians, from all parts of the State, were sent there for 
a longer course in clinical methods and in neuro-pathology. 
In addition. Dr. Meyer and his assistants have spent some 
time at each hospital, working over clinical and pathological 
material with the staff. It is safe to say that there are now 
over 10,000 histories of patients in the books better re- 
corded than any ever before put down in asylum annals. 
The accumulation of such material must become of incal- 
culable value to investigators in psychiatry, but quite as im- 
portant is the fact that the very work of their preparation 
is an education to the young men performing the services — 
stimulating their understanding, improving their powers of 
observation and sharpening their scientific judgment. 
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The practice of having staff meetings once or twice a week 
for the discussion of conditions of patients and for the pre- 
sentation of new and interesting data in the domain of 
medicine has become general. The State has been liberal in 
allowance for medical books and scientific periodicals in all 
languages, and every hospital desiring it has been thor- 
oughly fitted out with its own clinico-pathological laboratory 
and accessories, with all sorts of instruments of precision, 
with fine operating rooms, X-ray apparatus, electric ma- 
chines, hydro-therapeutic apartments and the like. Where 
hospitals are located sufficiently near to large towns or 
cities, consulting boards of medical men, active in various 
specialties, have been secured in order to bring the members 
of the staffs into relation with all lines of medical progress. 
The hospitals have been thrown open to recent graduates, 
who might take positions therein similar to those of in- 
ternes in general hospitals. The result of all this has been to 
make each of these hospitals a nucleus for a large amount of 
genuine clinico-pathological work. Dr. Peterson is of the 
opinion that as time goes on the superintendent of a large 
asylum in this State will be first of all a medical and scien- 
tific man, and only secondarily an administrative officer; 
finding means to supervise the machinery of the institution 
through efficient heads in the various departments under his 
control. The asylums of New York were among the first 
of their kind to establish training schools for nurses, and 
considerably over a thousand nurses have now been gradu- 
ated from them. Each of the State hospitals has on its staff 
both a salaried ophthalmologist and dentist. 

Patients are always sent for by the hospitals when the 
request is made, and there is an ambulance service at the 
foot of East 1 1 6th street, which might be more used if the 
physicians of New York City were more familiar with its 
existence. Last year a bill appropriating $300,000 for the 
construction of a reception hospital for the insane on Man- 
hattan Island in the centre of population was passed by the 
Legislature. The State will build and permanently main- 
tain this psychopathic hospital, provided the city will fur- 
nish the plot of ground. It is the design to have, in addition, 
a similar hospital in Brooklyn, and one in connection with 
each of the State hospitals in or near large towns. At pres- 
ent, the only such hospitals in the United States are at 
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Albany, N. Y., and Ann Arbor, Mich., but Boston is just 
about to establish one. By an act passed in 1903 any StStte 
hospital is authorized, upon the certification of two medical 
examiners in lunacy and of the petitioner, to receive imme- 
diately any emergency case of insanity, and the judge's 
approval need not be obtained for five days. 

Among the other improvements which have taken place 
within the last fifteen years were mentioned the following: 
Restraint by means of straps, straight jackets, etc, has been 
almost wholly abandoned. The same is true of solitary 
confinement of the disturbed classes. Women nurses are 
employed in many male wards. Some wards in each institu- 
tion have unbarred windows and unlocked doors (the open- 
door system). Occupations for the patients have been mul- 
tiplied, and the labor of the able-bodied in the buildings and 
in the shops, fields, gardens and bams has come to have a 
great monetary value. The wards and rooms have been 
made more and more attractive by furnishings, pictures, 
birds, plants, libraries, games and musical instruments. Re- 
ligious services are held regularly by salaried chaplains, and 
there are all sorts of indoor and outdoor sports, entertain- 
ments and recreations. The segregation of tuberculous pa- 
tients has been carried on for some years, a system first be- 
gun on Ward's Island by Dr. A. E. MacDonald, and quite 
recently several special tuberculosis hospitals have been con- 
structed. 



DISCUSSION. 

Dr. Carlos F. Macdonald said that a wide difference 
was recognized by all between the medical and legal defini- 
tions of insanity. In the code of criminal procedure the law 
does not concern itself except as regards the commission of 
some crime, and confines itself explicitly to the question of 
responsibility. The tendency is always to cling to prece- 
dents. Medical men are fully aware that not infrequently 
the very insane know perfectly well the abstract difference 
between right and wrong, and especially is this the case with 
paranoiacs. But medical science says that it is not a question 
of the recognition of right and wrong, but of the ability of 
the individual to resist the impulse to do wrong. The med- 
ical and legal definitions of insanity, therefore, are widely 
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different. Dr. Macdonald said he differed somewhat from 
Dr. Brush as to the definition of insanity. Many of the defi- 
nitions which have been brought forward have been mere 
attempts at condensed psychological descriptions and are 
impracticable. For the purpose of teaching psychiatry to 
students and medical practitioners he would say that insan- 
ity is a disease or disturbance of the brain in which there 
is a prolonged departure frfom the individual's usual meth- 
ods of thinking, feeling and acting. This disease may be 
functional, as well as organic. The important point to be 
recognized is that an insane person, however robust he may 
appear, is always suffering from a disease of the brain. In- 
sanity is therefore characterized by mental derangement. 
Our lawmakers have entrusted to the medical profession the 
power of depriving individuals of liberty by declaring them 
insane. Hence it is very important that the practitioner 
should be familiar with the prodromata of insanity, for it is 
in the early stages that the most can be done in the way of 
treatment. By the inauguration of early and appropriate 
treatment confirmed insanity can often be prevented. The 
stage of alteration always precedes the stage of alienation. 
It is therefore most essential, in determining insanity in its 
early stages, to compare the patient with himself, and thus 
see if there is a prolonged departure from his usual methods 
of mental operation. It is a common notion that there is a 
general standard any deviation from which constitutes in- 
sanity. This is not the case, however. Every individual 
must be judged from his own personal standard. In obscure 
and doubtful cases, therefore, it is very important to de- 
termine what the normal standard of the individual is as 
regards heredity, environment, habits, etc. Hence, in the 
matter of early diagnosis, the great importance of this meth- 
od of comparing the patient with himself, in order to deter- 
mine whether there is any prolonged departure from his 
usual manner of conducting himself. 

As regards classification, he said he had not been able to 
accept that of Kraeplin. He thought it open to more ob- 
jections than some of the older ones. He had been accus- 
tomed to regard those as the best which were foimded on 
the mental symptoms and had substantially as their basis the 
old classification of Pinel. As far as he was aware, that of 
Kraeplin had not as yet been generally accepted by alienists. 
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Dr. Adolf Meyer said that as a rule hospital physicians 
were very anxious to make advances in the scientific char- 
acter of their work, and he believed that on the whole the 
medical profession under-rated the value of what was being 
accomplished in the State hospitals. It was to be said, how- 
ever, that during the period of strenuous economy in the 
State administration the hospital staffs had been so reduced 
in numbers that the physicians in these institutions labored 
under a great strain. Tliere were not enough of them to 
properly carry on the work required of them. The effort 
was being made to train the hospital physicians both in au- 
topsy and clinical work. If adequate records are kept, the 
autopsy findings can be carefully compared with the condi- 
tions that existed during life. In this respect, he said, he 
had met with a great deal of encouraging enthusiasm in all 
the State hospitals. The matter of classification he thought 
was now constantly being regarded as of less and less 
importance. For commitment a diagnosis is not necessary. 
It is the mental and physical symptoms that are required — 
the facts of the case. Among the facts most important to 
ascertain is the question of deterioration. Hence one of the 
principal points to investigate is whether the condition pres- 
ent is likely to require the permanent care of the State or 
whether the case is a recoverable one. Qassification is there- 
fore not essential. What we want is facts, facts which will 
enable us to prc^osticate as to the future and to determine 
the kind of care required. 

Dr. Edward D. Fisher said it was fortunate that Dr. 
Peterson was able to speak from a double standpoint, that of 
the interne and that of the administrator of hospitals. He 
was therefore peculiarly well adapted to present this subject. 
From his personal knowledge he could verify all that Dr. 
Peterson had said of the immense improvement which has 
taken place in the practical care of the insane, the 
hospital equipment, and the class of physicians during 
the last few years. The Pathological Institute has 
accomplished a most admirable work. In former years 
the asylum physician was not on a par, as regards scien- 
tific attainments, with the outside alienist. There had also 
been a great improvement in the dietary of the patients dur- 
ing the incumbency of Drs. Macdonald and Peterson in the 
Lunacy Commission. This was a very important point, be- 
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cause there was always exhaustion in insanity, and hence he 
thought extravagance in the matter of food would be de- 
cidedly preferable to parsimony. He felt very much in- 
clined to agree with Dr. Meyer that the hospital staffs were 
not sufficiently large, and that the physicians were frequently 
overworked. He would like to ask Dr. Peterson whether 
in his opinion the State Commission in Lunacy has a suffi- 
cient number of members to perform all the work which it 
has to do in the best manner. As to local boards of man- 
agers for the State hospitals, he had been very much opposed 
to their abolition, and he was glad to hear that the present 
Governor proposed to restore such boards. He hoped that 
the measure would go through. Boards composed of intelli- 
gent persons of high standing in the community, he thought, 
were especially desirable for the hospitals outside of New 
York City. In these State hospitals the care was excellent, 
and he would much prefer to have a patient treated in one 
of them rather than in a private sanitarium at a charge of 
$15 or $20 a week, or even more. 

In regard to Kraeplin's classification he would be disposed 
to agree with Dr. Macdonald that it would not be advisable 
to accept it absolutely. 

Dr. William M. Leszynsky said it was pleasant to com- 
pare the present with the past, when superintendents were 
appointed on account of their^ political pull. In former years 
there was a constant cry of improper management in the city 
hospital for the insane. Even before the establishment of 
the State hospitals, however, there had been a great improve- 
ment, and this had steadily continued down to the present 
time. He thought that if Dr. Peterson's paper could be 
widely promulgated it would have an excellent effect in re- 
moving the prejudice which now exists in the minds of many 
in regard to the State hospitals. 

Dr. Emmet C. Dent said he was a thorough believer in 
the Kraeplin classification. He thought that in the future 
it would be productive of admirable results, and even at the 
present time we were able by means of it to make better clas- 
sification. He realized very keenly that there are some draw- 
backs to Kraeplin's theory, but he felt assured that in time 
these would be overcome. At the present time it was quite 
impossible to make a perfect classification. It would take 
a long time to arrive at definite conclusions. 
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He believed he voiced the sentiments of all the other 
superintendents in stating that very considerable progress 
had been made in the State hospitals under Dr Meyer's gjuid- 
ance. Furthermore, the Commission in Lunacy invited all 
the medical profession to visit the various hospitals and give 
the physicians in them the benefit of their advice. He quite 
agreed with Dr. Meyer that the staffs were too small. In 
scwne of our best hospitals there were not half enough phy- 
sicians to properly do the work called for. The examination 
of patients often necessarily consumed much time, and there 
was a great deal of clinical work required in carrying out 
the present methods. As to the proper duties of the superin^ 
tendent, the point was a somewhat puzzling one. He agreed 
in the main with Dr. Peterson, but thought the superin- 
tendent should be held responsible for the manner in which 
his assistants fulfilled their duties. The dual system had 
not proved a success, and had now been abandoned in a num- 
ber of institutions in which it was tried. 

In conclusion. Dr. Dent gave a brief summary of the history 
of the care of the insane in New York City. This, he said, 
showed what progress had been made, and it was a slow and 
gradual evolution. One of the essentials of proper treatment 
was good nursing, and a great advance had been made in the 
establishment of training schools for nurses. 

Dr. Robert T. Morris thought that in the line of progress 
came the idea of having a competent surgeon on the staff 
in the hospitals. In every la^e assembly of the insane there 
is a certain percentage of cases (not large, it may be,) which 
can be cured by surgery. That is, before neurotic habits 
have been established — after this has occurred it is too late 
to act. He did not claim that psychoses were caused by 
surgical lesions, but he believed that certain psychoses were 
precipitated by such lesions. He would not operate except 
in cases where an operation was demanded on the ground 
of common humanity. In illustration he mentioned some 
cases in his own practice. One was that of a patient suffer- 
ing from melancholia, who had auto-intoxication dependent 
on a floating kidney. As soon as fixation of the kidney was 
done the melancholia was promptly cured. There were 
a number of major psychoses and a good many minor psy- 
choses in which he believed an operation would be of service. 
In reply to Dr. William Van Valzah Hayes, who in- 
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quired whether neurasthenia with depression might not re- 
sult from surgical operations, Dr. Morris said it was a fact 
that insanity is sometimes precipitated by an operation, and 
particularly hysterical insanity. 

Dr. Brush said that the law does not attempt to define 
insanity, because the medical profession does not, but it has 
to define responsibility and non-responsibility. He had 
adopted the Kraeplin classification because it was the latest, 
and seemed to him to be the best. In some cases it had given 
him great assistance. 

Dr. Peterson said in reply to Dr. Fisher's question that 
he did not think a lunacy commission consisting of a larger 
number of members would be so efficient. A medical in- 
spector had been allowed the commission, and this officer had 
proved of great service, particularly in looking after the pri- 
vate institutions in the State. As to the matter of diet, a few 
years ago Dr. Flint was authorized to deyise a schedule, and 
this was used for some time. Subsequently a ration recom- 
mended by Professor Atwater was adopted. This proved too 
great a reduction, however, and still later a combination of 
the two was tried. This had proved adequate, and was still in 
use. In reply to Dr. Morris he would say that a whole vol- 
ume might be written of the surgery during the past year in 
these institutions. In the Manhattan State Hospital, West, 
no less than*i57 operations had been performed. Drs. Bryant, 
Bickham, and other well-known surgeons were in attendance, 
and operations were done because operations were indicated. 
As to the inquiry of Dr. Hayes, he said that insanity was 
especially apt to follow ovariotomy, and particularly double 
ovariotomy. In undertaking such operations, therefore, he 
thought the question of possible insanity should always be 
taken into consideration. 
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Stated Meeting, February 15, 1905. 

Dr. J. Milton Mabbott read a paper entitled, 

ASEPSIS AND ANTISEPSIS IN OBSTETRICS; 

ALSO "STERILE GAUZE" AND 

"STERILE WATER." 

He said he had seen the uterus packed with "sterile 
gauze" after curettage in a mild case of puerperal septi- 
caemia, and at the end of 24 hours the gauze had a putrid 
odor much more offensive than any which had existed 
before. Even though gauze were impregnated with an 
antiseptic, if its meshes contained air, it might actually 
prove a source of infection. The uterus is a natural incu- 
bator. Therefore, avoid using gauze in the puerperal 
uterus or vagina except where packing or drainage seems 
very important, and when used remove it at the earliest 
permissible moment. Packing of the puerperal uterus 
either after abortion or later delivery is seldom if ever 
indicated. The cervix usually remains sufficiently open 
for drainage. "Sterile water" exposed to the air is sterile 
only while it is too hot for any use in midwifery. By the 
time it has cooled sufficiently for use many microbes have 
fallen into it from the atmosphere, and remain undestroy- 
ed at the lower temperature. Sterile water in sealed con- 
tainers cannot be utilized without at least momentary 
exposure to the air. In the earliest post-partum period, a 
few drops of such water left in the vagina or uterine 
cavity may be responsible for the sepsis seen a few days 
later. Admixture with blood forms an ideal culture me- 
dium. The puerperal uterus and genital tract probably 
present a better soil for infection than any other tissue 
or region of the body. There is a vast difference between 
the puerperal uterus and the uterus not recently the seat 
of pregnancy. One part of corrosive sublimate in ten or 
twelve thousand of water will keep the water sterile 
when cool. A small quantity retained in the uterus or 
vagina will be harmless. It is obvious that no deductions 
from recent experience in dealing with the peritoneal 
cavity are applicable to the puerperal uterus and vagina. 
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While we have reason to believe that the atmosphere or- 
dinarily contains germs which may drop into sterile water 
at the moment of use and possibly cause puerperal infec- 
tion, let us give our patient the benefit of the doubt as to 
whether Nature may be able to take care of the microbes. 
Let us do it for her. Our means of securing asepsis are 
far more certain when they include the moderate, rational 
use of an efficient antiseptic. 

Dr. Mabbott described the antiseptic methods he was 
accustomed to employ as follows: Preliminary care of 
the patient during the early part of labor includes the 
usual bath, enema, and clean clothing. The hair of the 
pubes and neighboring parts should be clipped short with 
scissors, so that there will be no danger of any hair reach- 
ing into the vulva later. The skin of these parts, includ- 
ing the roots of the hair, should be soaked with an antiseptic 
solution before making a vaginal examination, and also occa- 
sionally as labor progresses, even though no examinations 
are made. Clean sheets, draw sheets, bed pads, or Kelly pad, 
are employed as usual. The hands of the attendants should 
be thoroughly scrubbed with soap and warm water for at 
least five minutes, and immersed in an antiseptic solution for 
an equal length of time. Wipe out under the finger nails with 
a little gauze or absorbent cotton wet with the solution. 
When late arrival does not allow sufficient time for such 
preparation, rubber gloves should be worn, or the hands 
should at least be dipped in an antiseptic solution and 
religiously kept out of the vagina and away from abra- 
sions or a lacerated perinaeum until properly scrubbed at 
the earliest opportunity. Ordinarily a bichloride solu- , 
tion, I to 2000, is sufficient and suitable for all external 
purposes, and a i to 4000 solution internally. Where there 
is reason to fear specific or special infection we use solu- 
tions twice as strong. Lysol, one or two per cent., keeps 
the examining fingers and mucous membranes slippery, 
and is therefore useful where repeated examinations are 
made. Lysol is not trusted alone, but is used after the 
hands have been soaked in the bichloride solution. Petro- 
latum and other lubricants are seldom necessary. 

Before making an examination, the vulvar canal and 
neighboring external parts for several inches in every 
direction, including the mons veneris, should be bathed 
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with the antiseptic solution; using always for this pur- 
pose fresh "sponges" of absorbent cotton, as many as 
may be required, and having a fresh solution with several 
such pieces of cotton in a basin within reach, either on 
the foot of the bed or on a chair or table near by, never 
dipping the cotton a second time into the solution, but 
dropping it after use into a slop jar or other receptacle. 
The preputium clitoridis should be drawn back and care- 
fully cleansed, and creases between the labia majora and 
minora and all folds about the vaginal orifice which can 
be exposed to view should receive similar attention, the 
knees being drawn up and widely separated. Even where 
the final delivery is to be conducted in the left lateral 
decubitus, all this preparation should be done with the 
patient on her back. The vulva should be wet with the 
antiseptic solution the last moment before examination. 
Both hands of the obstetrician (with or without gloves) 
are likewise wet by dipping them into the solution, and 
two fingers of the exam.ining hand are introduced into 
the vagina, avoiding contact with apron, towel, or any- 
thing whatsoever, no matter how sterile, even the labia 
being held widely apart by the thumb and fingers of the 
other hand. With these precautions no vaginal douche 
need be employed in normal cases either before or after 
delivery. A single vaginal douche is usually given after 
instrumental delivery or perineorrhaphy; also at the end 
of a tedious labor, especially if there have been unusual 
manipulations. Forceps are boiled (or sterilized) imme- 
diately before use, and used out of the utensil in which 
they are boiled or a pitcher which has been disinfected 
with a I to looo bichloride solution and rinsed out with 
boiling water. Dipping them in a lysol solution will 
serve the double purpose of making them slip in easily 
and rendering a subsequent douche unnecessary. 

Sterile napkins, or vulvar pads, as bought in sealed 
packages of reliable makers, or prepared and sterilized at 
home, are employed in the usual manner. A gas stove 
and fish kettle make an excellent sterilizer. Ordinary 
napkins fresh from the laundry are probably almost 
equally sterile and safe. Any napkin or pad must be 
looked upon as a necessary evil and should be changed 
frequently, not less than five or six times daily during the 
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first week after delivery. The mother should usually- 
pass urine at these times, and the vulva should be bathed 
with a warm i to 2000 bichloride solution on each of 
these occasions. Bichloride tablets are so inexpensive 
that a fresh solution can be made every time. Antiseptic 
occlusion dressings have never seemed advisable. In all 
cases, beginning with the second week after delivery, we 
usually prescribe a mercurial vaginal douche (i to 4000"^ 
once or twice daily, to promote involution and on account 
of the grateful sense of cleanliness afforded to the pa- 
tient. These douches may be discontinued when the 
lochial discharge ceases and napkins are no longer re- 
quired. 

In febrile cases, and where the lochia develop the 
slightest bad odor, we do not hesitate at any time to em- 
ploy vaginal or intra-uterine douches, associated with 
digital exploration, considering such treatment absolutely 
indicated. The dull curette is believed to be a safe and 
necessary instrument in experienced hands and under 
certain circumstances. As an intra-uterine douche it is 
customary to employ about two quarts of a warm i to 
4000 (or I to 5000) bichloride solution, followed as part 
of the same douche by an equal quantity of fluid not more 
than half as strong. Such irrigation may be repeated at 
intervals of six or eight hours until the temperature of 
the patient remains under loi degrees F. (or even 100 
degrees F. in some instances). The danger of poisoning 
from absorption is practically nil externally, very slight 
for the vagina, and very considerable for the uterine cav- 
ity. The last is greatest, of course, immediately after 
labor, when nothing stronger than a i to 8000 solution 
should be employed. Make sure that little or none is re- 
tained. Manipulate the uterus through the abdominal 
wall, and even let the patient be raised into a sitting pos- 
ture for a few moments if necessary. Other antiseptics 
may be resorted to if the patient or practitioner exhibits 
an intolerance toward the bichloride of mercury. The 
physician may find antiseptics so injurious to his hands 
that he will adopt the use of rubber gloves. Rubber gloves 
are particularly useful in protecting the hands when it is 
necessary to examine a case already septic, and also as a 
safeguard to the patient if the skin of the doctor's hands 
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is not perfectly sound and healthy. Small, fresh cuts on 
the hands should be disinfected with a bichloride solu- 
tion, allowed to dry, and coated with flexible collodion. 
Always warn a woman to keep her own hands away from 
the vulva while she is confined to bed. Sponge bathing 
and general cleanliness are presupposed, and the linen of 
the bed and patient may always be changed as often as 
desired. 

Dr. Arnold Sturmdorf read a paper entitled : 

PERINEUM, PERINEORRHAPHY AND PROLAPSE. 

Many of the procedures devised for the repair of the peri- 
neum, he said, defeat the object of operation by substituting 
for normal physiological support a pathological obstruction, 
represented by a cicatricial mass uniting dissimilar tissues 
and serving as a mere retention plug at the vaginal outlet. 
The keynote in the clinical significance and therapeutic indi- 
cation of pelvic floor laceration is prolapse; while immediate, 
intermediate and late perineorrhaphies represent respectively 
the prophylaxis and cure of such prolapse. Our knowledge 
of the nature of pelvic visceral support has been considerably 
amplified in recent years, but has not yet reached finality or 
precision. The ancient cutaneous perineum is obsolete, the 
so-called perineal body has dwindled in dignity as its purely 
complemental function became manifest, and at the present 
time the muscular and fascial equipment of the pelvic floor 
and viscera sways the gynaecological mind in the questions of 
genital support. It is a fact that many technically perfect 
perineorrhaphies utterly fail to restore, and often aggravate, 
the distortion of visceral equilibriimi. The muscle or liga- 
ment is not created that can permanently withstand, by its 
structural resistance, the continuous force of intra-abdomi- 
nal pressure. Briefly stated, intra-abdominal pressure is the 
resultant of general components, the most potent of which 
are muscular contraction, gravity and intra-visceral and 
atmospheric pressure. Having explained in detail the vari- 
ous elements entering into the preservation of visceral equili- 
brium, he went on to say that the gravity of perineal lacera- 
tions is proportionate to the resulting impairment of its mus- 
cular function. Such impairment induces a tendency to pro- 
lapse, not because any direct support of the viscera is sev- 
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ered, but because the equilibrium of intrapelvic pressure is 
disturbed and its expulsive force undeflected. A union of 
muscle to fascia will restore perineal bulk, but it does not re- 
store function, and it cannot be sufficiently emphasized that 
the accurate readjustment of the original anatomical ele- 
ments essential for the full restoration of function is attain- 
able to the fullest degree only in the immediate operation. 
Furthermore, proper readjustment of the injured parts de- 
mands suture on the lines and to the extent of the laceration, 
both within and without the parturient canal. To facilitate 
accurate readjustment of original anatomical relations the 
preliminary introduction of what may be termed guide su- 
tures will be found helpful, time-saving, and to some ex- 
tent prophylactic. At some convenient moment prior to the 
descent of the foetal presenting part, two or three silkworm 
sutures are introduced into the structures between the vagina 
and rectum, from the cutaneous base of the perineum to its 
apex. These ligatures, which are loosely tied, may be discard- 
ed if found unnecessary. On the other hand, one or more 
may be retained, according to indications, and tied perma- 
nently. In the event of extensive injury they will serve as 
guides and retentive bands, facilitating permanent coapta- 
tion. The location, extent, direction and effect of perienal 
lacerations show no uniformity, and it follows that no stereo- 
typed method can possibly find uniform adaptability. There 
should, however, be some method in perineorrhaphy, and 
such method must be based upon a clear conception of the 
functional relations of the perineum as a link in the sup- 
porting mechanism of the pelvic contents. If the immediate 
operation has been omitted, or has proved a failure, the first 
essential in the late operation is the recognition of the de- 
gree to which the individual links of the supporting mechan- 
ism are involved. Every pathological condition of the uterus 
should be corrected, to restore its function as a deflecting 
lever, before perineal repair is attempted; the involutional 
disturbances induced by lacerations of the cervix demanding 
special consideration. Immediate trachelorrhaphy would 
correct this most frequent cause of subinvolution, and is 
worthy of more general adoption. Dr. Sturmdorf referred 
to two forms of vaginal protrusion which he said might be 
described as false and true prolapse. False prolapse is the 
simple protrusion of redundant and relaxed wall, while true 
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prolapse is represented by the vaginal hernia of bladder, 
rectum and uterus. The surgical objective point in these 
latter cases must be that part of the perineal musclature usu- 
ally involved in puerperal injury, namely, the broad anterior 
loop of the lezrator ani. Under all conditions of perineal rup- 
ture the pubic attachments of this levator loop present per- 
manent palpable ridges. Utilizable remnants of the levator 
muscle can thus be readily located, and, after isolation and 
trimming, should be coaptated by buried end-to-end sutures. 
The readjustment of the intra-vaginal conditions will vary 
according to the nature and extent of the original lesion and 
its consequences. 

The Value of Mercurial Salts in Obstetrical Practice. — 
Dr. Charles Jewett desired to emphasize one point, the 
value that he attached to the mercurial salts, which appeared 
to have the practical advantage over other antiseptics of disin- 
fecting the skin. He preferred the cyanide, which while 
equally efficient as the bichloride, was kinder to the hands 
and had the further advantage of not corroding instruments. 

Some of the Precautions Advised Extreme. — Some of the 
precautions recommended by Dr. Mabbott were no doubt 
extreme, but still they appealed to him because the patient 
was entitled to all the protection that we could give her. 
As to the douche after labor, he was not accustomed to em- 
ploy it except for the purpose of controlling hemorrhage. 
His plan was to allow the patient to get up to use the com- 
mode. There were always clots to get rid of, and this prac- 
tice also facilitated the ordinary lochial discharge. He had 
known mercurial poisoning to result from a single injection. , 
Gloves he thought of advantage for young practitioners. The 
hands should always be kept clean and never allowed to be- 
come infected. 

Perineorrhaphy, — ^The views expressed by Dr. Sturmdorf 
seemed to be very similar to those of Dudley of Chicago. 
Dr. Jewett thought that the operation for the repair of the 
pelvic floor would be successful just to the extent to which 
the fascial attachments could be restored. It was requisite 
that the sutures should be passed at right angles and should 
have a wide sweep. As to the cause of prolapse, the primary 
factor is the injury to the so-called perineal body. This 
takes away the support of the anterior wall of the rectum, 
and rectocele results. In order to restore the uterus per- 
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manently it is necessary not only to perform the plastic 
work commonly done, but also to maintain the uterus in its 
normal position. 

Prophylactic Suturing Injudicious, — Dr. Egbert H. 
Grandin said that as to what Dr. Sturmdorf called the 
prophylactic suturing of the perineum, this would seem to 
be advisable if we could tell in advance that there was 
going to be laceration of the pelvic floor, and, furthermore, 
in what direction it would take place. As it was impossible 
to do this, this sugestion did not appeal to him. Should no 
tear occur, there would have been made a number of wotmds 
through which infection might take place. 

The Proper Time for Perineorrhaphy, — ^As to the time for 
operation after a laceration has occurred, he had held for a 
number of years that except the injury were slight, it was 
generally best to wait for from five to seven days. Immedi- 
ately after labor the patient was exhausted, blood was run- 
ning down from the uterus, and it was questionable whether 
it was possible to adjust tissue to tissue. He preferred 
Boldt's intermediate perineorrhaphy, and in this surgical 
procedure the longer we waited after the time specified, the 
greater would be the liability to meet with cicatricial tissue. 

Prolapse, — ^He thought that hernia should now be substi- 
tuted for the old term rectocele, since the condition really 
was a hernia. When we were dealing with retroversion or 
retroflexion and hernia, the first step was to cure the hernia 
and the second to lift the uterus. The latter could be done 
only in one way, namely, by opening the abdomen and sus- 
pending the organ. 

The Intermediate Operation Best. — Dr. Hermann J. 
BoLDT said that, like Dr. Grandin, he thought the intermedi- 
ate operation the one of choice. The best time to repair the 
vaginal outlet was a few days after delivery, and this was 
true also as regards lacerations of the cervix. For complete 
tear (through the sphincter) the Lawson Tait operation had 
given him more satisfaction than any other. 

The Question of Asepsis. — ^Dr. S. Marx said that, except 
for the external parts, he had given up the use of water be- 
fore and during labor. The normal vagina and uterus were 
sterile. It must be presupposed that the hand and arm of the 
accoucheur are sterile, and the introduction of a sterile limb 
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into a sterile organ will do no harm. He was, therefore, 
accustomed to make just as many examinations as he thought 
necessary and to practice such manipulations as were re- 
quired. In cases of hemorrhage he never washed out the 
uterus, depending upon pressure. If necessary, a firm uter- 
ine tamponnement was resorted to. 

Preliminary Sutures Harmful, — He could not but look 
with disfavor on preliminary guide sutures. In the hands of 
the general accoucheur laceration of the perineum occurred 
in about i6 per cent, of primiparae and 5 per cent, of multi- 
parse. In 84 per cent, of cases such sutures were, therefore, 
entirely unnecessary, and, as Dr. Grandin had pointed out, 
we could not tell where the laceration would go when it did 
occur. The worst tears were the hidden ones, and they could 
not be prevented by the prophylactic guide sutures. While 
such prophylaxis might be attractive theoretically, practi- 
cally it would prove harmful. 

The Chlorine Method of Disinfection. — Dr. George L. 
Brodhead said that for the past year or two he had made use 
of the chlorine method for sterilizing the hands. After a 
thorough rubbmg with pumice stone the acetic acid and lime 
solution was employed. As a further precaution, rubber 
gloves were worn. Before labor the douche was not indi- 
cated, and after labor only in case of hemorrhage. Here tho 
tampon was sometimes required. 

Episioterny, — He had had no experience with prophylactic* 
sutures, but believed that when a tear seemed inevitable, 
episiotomy would be much better. When laceration had oc- 
curred he would, under ordinary circumstances, advise im- 
mediate perineorrhaphy if the patient were not exhausted. 

Sepsis Generally Due to Retained Secundines, — ^Dr. H. N. 
ViNEBERG thought too much stress was laid upon the care of 
the hands. Practically 90 per cent, of the cases of sepsis, he 
said, were due to retained secundines. In Germany, one au- 
thority thought he had solved the problem by inserting the 
hand into the uterus in all cases, and removing the clot al- 
ways found in the cervix. 

Early PerineorrJiaphy. — ^He could not see the value of 
waiting five days or more to perform perineorrhaphy, and 
thought it should be done either immediately or in from 24 
to 36 hours after delivery. 
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Dr. Sturmdorf said that he had mentioned the prelimi- 
nary suturing only as a measure for the occasional operator. 
Of course, the sutures were to be made with all precautions, 
and there was no more danger that the wounds thus occa- 
sioned would become infected than that the slight lacerations 
so commonly seen in primiparae should do so. 

Dr. Brooks H. Wells read the following paper : 
THE GYNAECOLOGIST AND THE GENERAL SUR- 
GEON: THEIR RESPECTIVE FIELDS. 

It has been said gynaecology as a specialty is dead ; that it 
has outlived its usefulness and has become but a part of 
general medicine and surgery. This statement is sedulously 
iterated by some gynaecologists who should knew better, by 
many general surgeons, and by numbers of physicians whose 
only claim to expertness in surgery is the desire to operate, 
or the fact that they have taken a six-weeks' course on the 
benches of some postgraduate institution. Armed with a 
confidence begotten of this extended experience and im- 
pressed by the ease and sureness of the blackboard diagrams 
they have been shown, they unhesitatingly attack a hysterec- 
tomy or complicated pelvic suppuration, and are sure when 
the patient dies that it is only because the operative condi- 
tions were of before unheard-of complexity. The same op- 
erators too often find urgent cause for the removal or mu- 
tilation of organs that should not have been touched and 
make a reputation for major surgery from minor ailments. 

This picture is not overdrawn, but is sketched from inci- 
dents in mv own recent experience. Thus, a general sur- 
geon of some note, and holding hospital positions, ingenu- 
ously said to me : "I have taken up gynaecology this winter," 
and when questioned as to results, freely admitted that in the 
preceding month he had done three hysterectomies for 
fibroids and that all three patients had died from hemorrhage* 
"but," as he said, "they were terrible cases that no one could 
have saved." Those were three unnecessary deaths. A 
physician after a postgraduate operative course of six weeks 
diagnosed appendicitis and operated. Finding instead a pel- 
vic trouble, he closed the abdomen and a few days later, 
presumably after reading up the subject, reopened the ab- 
domen and removed an ovarian cyst the size of an orange. 
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The patient died a half hour later. Another, a general sur- 
geon of some experience (and this specific instance might be 
multiplied so common is it) curetted, overlooking the very 
important fact of a recent adnexal inflammation, and his 
patient, a few weeks later, with a belly full of pus, was only 
saved after the loss of all her internal generative organs, and 
is now a neurasthenic wreck, a forlorn derelict stranded on 
the shoals of incompetency. Instances like these, with many 
others of lesser import, all of which can be repeated in the 
experience of many of us, make me feel that there is reason 
and necessity for ihe continued existence of the specialty of 
the g3maecological surgeon, for only by long training and 
extensive clinical experience can the necessary skill in diag- 
nosis, accuracy in judgment, and finish in technique be ac- 
quired, through which similar errors may be avoided. With- 
out these special qualifications accurate diagnoses cannot be 
made, the number of unnecessary operations is increased, the 
conditions after operation are more often not satisfactory, 
and the operative mortality is always unnecessarily high. 

G)maecology has so advanced the plastic surgery of the 
pelvic organs of women, and has so led the way in the de- 
velopment and technique of the surgery of the abdomen, that 
the physican or the surgeon, seeing and reading of these 
successes, impressed with their apparent ease and desiring 
to retain and enlarge his own clientele, endeavors to make 
them a part of his own work; forgetting that his ideal of 
the gynaeocologist as a surgeon is and should be subordi- 
nated to the broader view of the gynaecologist .as a physi- 
cian. By this I mean that gynaecology is not by any means 
all mechanical, and cannot with advantage be handed over 
bodily to general surgery. G3maecology must necessarily 
include the whole study of woman as influenced by her 
sex and characteristics. This includes her evolution, physi- 
cal and social; her degeneracy as regards pauperism, pros- 
titution, and crime; her education, her economic relations, 
her physiology as modified by her special organs, her fit- 
ness for marriage and maternity, her condition during and 
after parturition, and the changes incident to the cessation 
of her sex functions. 

The field of medicine is too broad and wide and its ideas 
and changes spring up too rapidly for any one mind to 
gamer them all; hence its division into smaller areas for 
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Special study and the acquirement of special skill. Gynae- 
cology has been in the past a very important division of the 
field, one that has lessened much suffering of women and 
has yielded rich treasures of knowledge to its workers: 
so rich, in fact, that those in neighboring fields have en- 
deavored to obscure or trample down its boundary lines 
and overrun its territory. If we admit, as I think we, must, 
that there is room and necessity for the special study of 
gynaecology, and, further, that it is a broad and important 
portion of medicine, not by any means all surgical, and 
necessitating a highly trained judgment, extensive clinical 
experience and skill in its details of etiology, diagnosis, 
prognosis, and treatment ; then we must also admit that one 
whose life work has been devoted to its study must be more* 
competent to solve its problems than one who regards it 
only as an incident in his practice of general medicine and 
surgery. 

If we assert the existence of gynaecology as a field of 
medicine, we must also define the boundaries of that field, 
and here, as is often the case with national lines, we 
find disputed areas of territory. Beginning with the ex- 
ternal genitals, which are surely gynaecological, we have to 
include of necessity the contiguous structures of the rectum 
and the urinary organs of women. The vagina, uterus, 
tubes, and ovaries in all their conditions are clearly gynae 
cological, but he who is competent to deal with their dis- 
eases must of necessity be competent to deal with any ab- 
normality found in the peritoneal cavity, as any of its struc- 
tures may be involved as a complication of ovarian or tubal 
diseases. The necessary possession of this skill and its fre- 
quent employment in purely gynaecological measures tempt, 
and almost force, the gynaecologist to undertake the surgi- 
cal treatment of other intra-abdominal conditions, and here 
he arouses the fears of the general surgeon. 

That abdominal surgery is legitimately a part of g^ynae- 
cology, the specialty that has done most in developing it and 
in which it is most important, seems logical and proper, 
and is so recognized by as representative a body as the 
American Gynaecological Society and by the majority of 
real gynaecological workers. Gynaecology, while theoreti- 
cally limited to the pelvis, must practically include the sur- 
gery of the abdomen in women. This work can be best 
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done by those who have had the best and most thorough 
training in its intricacies. That means by the trained ab- 
dominal or gynaecological surgeon. 

What I would most earnestly protest against, and here 
I am sure I speak for the general surgeon as well as for the 
gynaecologist, is the recent and increasing tendency for the 
amateur, or, as Bovee has recently defined it, the mush- 
room gynaecologist or surgeon, and physicians in general 
with little or none of the necessary surgical experience, 
skill in diagnosis or appreciation of danger, undertaking 
with a blind confidence the most complicated and serious 
abdominal or pelvic operations. For the credit of surgery, 
the lessened mortality, the lessened post-operative morbid- 
ity, the greater percentage of cures, these patients should be 
treated by those who, by long training and experience, may 
be best fitted for this special work. 

DISCUSSION. 

Dr. Boldt said that gynaecologists maintain that in cer- 
tain conditions the general surgeon is not competent to 
determine, first, the diagnosis, and, second, the indications for 
operations. So far as pelvic surgery was concerned, the 
gynaecologist certainly had a very distinct field for his 
work. 
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Stated Meeting, March 13, 1905. 

Dr. William H. Porter read a paper on the 
CONSTITUTIONAL TREATMENT OF BRIGHT'S 
DISEASE. 

As a first premise, it may be stated, he said, that scientific 
therapeutics in all forms of disease, and especially in 
Bright's disease, calls for a method of treatment that has for 
its aim not alone the removal of symptoms, but the elimi- 
nation of all the etiological factors entering into the prodiic* 
tion of the pathological lesions. It must also aim to remove 
the pathological lesions and bring about as nearly as pos- 
sible a normal state in the organs implicated. The removal 
of the etiological factors is of especial importance in the 
treatment of renal lesions. Having spoken briefly of these 
factors, which were comparatively simple in connection 
with the parenchymatous group of lesions, but much more 
complex in the interstitial and diffuse forms, he went on 
to say that their treatment was best considered under two 
common headings; first, that of prevention, and second, 
that which is applicable after positive development of the 
renal lesion. 

As we know that the parenchymatous lesicxis, or those 
involving the epithelial structures alone, are largely due to 
over-eating and drinking, but especially the former, great 
care should be exercised in the regulation of the diet. 
Knowing also that putrefactive changes in the proteids in 
their passage through the alimentary canal are frequently 
responsible for this class of renal lesions, this tendency to 
putrefactive fermentation should be carefully corrected. 
The damaging effects of the bacteria, acting either directly 
or indirctly, must not be neglected in the preventive treat- 
ment. In health, as well as in disease, the quantity as well 
as the quality of the food taken must always be kept well 
within the oxygenating capacity of the animal economy, if 
overwork and a faulty nutrition of the renal glands are to be 
avoided. Putrefactive fermentation is quickly evidenced 
in the urine by varying quantities of indican. On the other 
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hand, the incomplete oxidation of the proteids is as quickly 
told by an excessive amount of uric acid in the urine. 
Therefore, uric acid in the urine in excess of the normal 
quantity is proof positive of either over-feeding and an im- 
perfect oxidation of the proteid elements, or a defective 
oxidation from an incomplete oxygen supply to the system. 
Indican in the urine is proof positive of a putrefactive fer- 
mentation of the proteids in the intestinal canal, which is 
always associated with the formation of toxic products in 
the intestinal tract and the absorption therefrom into the 
system of varying kinds and amounts of toxic elements, or 
with these conditions the toxic elements may be produced 
within the system as the result of an abnormal isomeric 
transformation of the proteid elements in their transit 
through the body. No matter how little the toxic product 
or where it is produced, its circulation through the system 
always disturbs nutrition and overtaxes the excretory func- 
tions of all the glandular organs of the body, and especially 
the renal glands. Too much stress cannot be laid upon the 
significance of these two substances in the urine, nor upon 
the importance of recognizing their presence in the urine 
early, and also the necessity of removing the conditions that 
make possible their presence in the urine, if prevention or 
cure of renal lesions is to be successfully accomplished. 

When it comes to the prevention of the multiplicity of 
conditions that influence the circulatory apparatus, and thus 
cause a modification in the nutritive activity in the intertu- 
bular structures of the renal glands, it is by no means as 
simple an undertaking as is the removal of the conditions 
that enter into the production of the parenchymatous forms 
of renal degeneration. Nevertheless, the removal of all the 
etiological factors that enter into the production of the 
parenchymatous or epithelial group of lesions will, in itself, 
produce the highest type of nutritive activity throughout 
the system, and thus materially aid in preventing disturb- 
ances in the circulatory mechanism which will be liable lo 
produce pathological changes in the intertubular porti<Mis 
of the kidneys. In this manner a more uniform nutritive 
condition of the whole system is maintained, and the xiormai 
integrity of the renal structures, as a whole, is sustained. 
This accomplished, the kidney tissue, both tubular and in- 
tertubular, and, in this instance, particularly the latter, is 
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safeguarded against the development of new connective 
tissue in the intertubular portions, and thus the interstitial 
forms of renal lesions are prevented. Therefore,, that which 
at first seemed almost impossible to attain has been in a 
large measure secured. What has been said in regard to 
the prevention of the epithelial and interstitial changes 
singly, applies with equal force to the prevention of the 
combination of the two when developed together, as occurs 
in that set of lesions known by the name of a diffuse lesion 
of the renal structures. 

Aside from what we eat and drink, lack of exercise in 
the open air, sedentary habits, unhygienic surroundings, 
overwork, both mental and physical, and especially the for- 
mer, must never be lost sight of as factors that enter into 
the possibilities of a perfect or imperfect digestion, circula- 
tion and utilization of the food products taken into the sys- 
tem. Therefore, all these conditions must receive due con- 
sideration and be corrected, when necessary, if the best 
utilization of the food elements is to be secured, nutrition 
normally sustained, and the development of the renal lesions 
prevented. 

When it comes to the treatment of the actually-existing 
renal lesions, as evidenced by the profound changes in the 
oxidation products found in the excreta, particularly in the 
urine, and which reach their height in the form of albur 
min, sugar, casts, etc., a still more arduous undertakmg 
confronts the therapeutist. All that has been said in refer- 
ence to the prevention of these lesions applies with even 
greater force to the more difficult task of removing the 
damage already done the renal structures, and bringing 
them to such a nutritive condition that they can again per- 
form their function normally. While it is well-known to 
all that when the renal gland has become decidedly patho- 
logical in its composition — and especially is this so in con- 
nection with the intertubular tissue, or tfie interstitial forms 
— ^it is not possible to restore the organ to its former perfect 
histological condition, it can in many instances be restored to 
such an extent that it will, for many years, perform per- 
fectly its full function. These cases viewed with the single 
eye of the histologist or pathologist, can never be cured. On 
the other hand, if to this observation there is added the eye 
of the well-trained physiologist and clinician in the analvsis 
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of these cases, and especially that of the well-trained labora- 
tory worker, the cure of these lesions, physiologically speak- 
ing, is known to be both possible and highly probable. When 
the lesion is recognized early and suitable treatment is at 
once instituted, recovery is the rule. This assertion may at 
first be considered doubtful, but when these cases are care- 
fully analyzed and treated in the light of the recent ad- 
vances that have been made in physiology and therapeutics 
based thereon, it will be found true. 

In the face of all this, and with this very complex chcm- 
ico-pathological condition before us, we are confronted by 
the surgeons with the proposition that operative interference 
is the best method for treating chronic "Bright's disease." 
Looking back upon the very complex nature of the etiology 
and pathology of "Bright's disease," it is very difficult to 
comprehend how the operations advocated can remove a 
single one, to say nothing of the many intricate etiological 
factors entering into this complex problem. The same may 
be said regarding the pathological changes, which are equally 
as intricate as the etiolc^y. Every one who thoroughly 
comprehends the very complex nature of the etiology and 
pathology of this class of lesions is fully aware that there 
are great fluctuations in the symptoms and in the course of 
the disease. There are often frequent exacerbations and 
remissions. During the remission the case, from a physio- 
logical standpoint, can be spoken of as cured, at the same 
time there will always remain a certain amount of histolo- 
gical damage to the renal structures. So long as the etio- 
logical factors that originally excited the disturbance in the 
functions of the renal glands, and thus cause the familiar 
symptoms of "Bright's disease," can be held in abeyance, 
the remission will continue. In instances in which it contm- 
ues for years a cure has practically been effected, yet a re- 
lapse may develop at any time. 

In treating the fully-acquired lesions, out-of-door exer- 
cise must be insisted upon with as much precision as the use 
of medicines. Exercise must not be taken to the extent of 
producing exhaustion, but in sufficient amount to increase 
the oxygenating capacity of the system, so that it will be en- 
abled more perfectly to oxidize the proteid constituents. 
The clothing must be such that it will prevent undue chill- 
ing of the surface of the body from the sudden changes in 
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the atmospheric temperattsre. In fact, the best results are 
obtained where the surface of the body is kept in a gfentle 
perspiration at all times. All unsanitary surroundings must 
be removed. Overwork of the muscular and nervous sys- 
tem, and especially the latter, must be avoided. All mental 
worry, or anything that tends to disturb digestion, is con- 
tra-indicated, and must be controlled in some manner. The 
chief and all-important treatment, however, consists in the 
perfect management of the diet in accord with our advanced 
knowledge as to its composition and utilization by the sys- 
tem. Here, as in all other diseased conditions, as well as in 
health, the well-regulated mixed diet is the ideal one to 
institute. Four general laws underlie the whole subject. 
First, for the best working of the physiological economy it is 
necessary to take a certain amount and quality of the so- 
called inorganic elements, all of which act simply by their 
mechanical presence while they are within the system. Sec- 
ond, it is necessary to take the requisite amount and quality 
of simple heat-producing substances, such as starch, sugar, 
an<l fat — compounds that are directly oxidized into carbon 
dioxide and water with the production of heat. Third, the 
introduction of the requisite amount and quality of the pro- 
teid elements of the true and only tissue-building substances ; 
and, fourth, there must be supplied to the system the neces- 
sary amount of that complex substance in which the iron and 
phosphorous atom is combined with a proteid, known as 
nucleo-albumin, and out of which the hemoglobin for the 
blood and the lecithin for the nerve tissue is formed by ox- 
idation reduction. 

The milk diet, which has been so long extolled in the di- 
etetic management of all renal affections, is largely deficient 
in this essential nucleo-albumin compound ; hence, it cannot 
be considered an ideal diet in any class of lesions in which a 
progressive anaemia is one of the essential features, as is the 
case in connection with all renal lesions. In like manner, 
meats of all kinds, while they are, like milk, the best of all 
food substances for supplying an available form of proteid 
for tissue-building, are also deficient in this hemoglobin- 
forming compound, nucleo-albumin; consequently, they are 
not ideal in their nature. It must always be remembered, 
however, in this connection, that beef proteid is the most 
easily digested, absorbed and assimilated of all the known 
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proteids. This is true both of the animal as well as of the 
vegetable class. Eggs and milk stand next in the order 
enumerated, while the proteids derived from the vegetable 
classes are the most difficult of all to digest. All of the 
animal class, as well as those enumerated, are defective in 
the amount of the hemoglobin-forming element, nucleo- 
albumin, but the amount contained in the animal. kingdom, 
like the associated proteid, is much more available than the 
same substances which are often found more abundantly in 
the vegetable kingdom. Turning now to the vegetable king- 
dom, it, like the animal class, is found to be abundantly sup- 
plied with proteid elements and to contain a superabundance 
of the hemoglobin-forming element, nucleo-albumin, as com- 
pared with the animal class. While both the proteid and 
nucleo-albtmiin is less available than that foimd in the op- 
posite kingdom, it can be made to readily supply the defi- 
ciency of the animal class. At the same time it must al- 
ways be remembered that, when resorting to the vegetable 
kingdom to supply this much-needed nucleo-albtnnin, foods 
are being introduced into the alimentary canal which contain 
an excess of the starchy and saccharine compounds, and that 
these hydrocarbon compounds, by virtue of the ease with 
which they are digested and absorbed, are very apt to over- 
tax an already defective oxygenating capacity of the system, 
and thus add, as it were, fuel to the fire by still further re- 
tarding the oxidation of the proteid elements, which even 
normally are more difficult of reduction. Further than this, 
many, if not all, substances derived from the vegetable 
kingdom are irritating to the alimentary canal, and easily 
undergo saccharine fermentation, while their contained pro- 
teids are very difficult of digestion as compared with those 
derived from the animal kingdom. 

The best results are attained in the management of this 
class of cases, as in all other forms of disease, by the use of a 
well-regulated mixed diet as soon as it can be digested and 
assimilated. A well-regulated mixed diet is one that is com- 
posed of both the vegetable and animal class, but one in 
which the latter largely predominates. Where Nature un- 
aided cannot digest such a diet, she often can be assisted by 
the judicious administration of medicinal agents. When, 
for any reason, the system has degenerated to the point that 
it cannot be made to utilize a well-regulated mixed diet, the 
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prognosis is bad, and death will ensue sooner or later. Many 
observers lay great stress upon the exclusion of the red 
meats and advocate the use of the white meats only. Where 
this is the case it is quite apparent that the fullest knowl- 
edge in relation to the composition of the foodstuffs and the 
physiology of digestion and the utilization of the different 
elements contained in the two kingdoms is not brought to 
bear as it should be upon this all-important question. Of the 
two, the red meats are to be preferred. Careful experiment- 
ation upon the human subject has demonstrated conclusively 
that the pfoteid of beefsteak or red meat is the most easily 
digested, assimilated and oxidized of all the proteids, the 
loss being only two per cent. Eggs rank next, and milk 
comes third on the list, and so on down through the list of 
food products until oatmeal is reached, which is the most 
indigestible of all known substances ; for with oatmeal there 
is a loss of 80 per cent, as compared with the amount in- 
gested. In the vegetable class, wheat ranks first, but is still 
considerably behind the animal class. It should further be 
remembered that no matter what the original form of proteid 
is, it must in every instance be reduced from the multiple to 
the single molecular state, and from this condition be trans- 
formed into that isomeric form known as a peptone before 
it can be taken up by the epithelial cells. Therefore, when 
the chemistry of digestion and, absorption is under consid- 
tration, the investigator has to calculate only with that state 
of the proteid molecule known as a peptone, because all 
proteids must be reduced to a peptone before they can be 
absorbed. The real question at issue is, what form of proteid 
can be most easily transformed into a peptone with the least 
expenditure of digestive energy. 

With the foregoing facts before us, what reasonable ex- 
cuse can be offered for using food products that have in 
their construction a tendency to irritate and overtax an al- 
ready enfeebled digestive and assimilative state of the sys- 
tem. Why not use instead those that are the most easily 
peptonized and absorbed? It would seem that the disregard 
of these fundamental principles, resulting from a false inter- 
pretation of facts by many teachers, is the one great reason 
why so many failures have been recorded in the manage- 
ment of these renal lesions. On the other hand, it explains 
fully why such phenomenal results are obtained by those 



— uo — 

who adhere more closely to the known laws of chemistry 
and physiology and govern the work of the animal economy 
with such absolute accuracy. 

Medication, so-called, as formerly used, and as it is still 
employed in many instances at the present time, simply 
adds fuel to the fire and absolutely prevents Nature from 
accomplishing what she might otherwise do, and thus pre- 
vents recovery. On the other hand, when these exact chemi- 
cal laws are fully comprehended, and so-called medication 
applied in full accord with these phenomena and principles, 
Nature is greatly aided in her efforts, not only to prevent 
the development, but in bringing about a physiological cure 
of these diseases. The treatment should be directed not so 
much to the kidneys as toward removing the etiological fac- 
tors which enter into the production of these lesions. When 
this plan is followed, even after the full development of the 
disease, it will in many instances assist Nature to remove 
the causative factors and, as far as possible, repair fully the 
local damage, so that the result is almost miraculous in its 
completeness. 

Conclusions: i. The etiological factors are numerous and 
very complicated in their actiwi. 

2. Most of the etiological factors can be modified or re- 
moved by well-directed rational dietetics and therapeutics. 

3. No single remedy or operation can be expected to reach 
all these indications. 

4. Histologically speaking, "Bright's disease" can never 
be cured. 

5. Physiologically speaking, the etiological factors can be 
modified and often removed, the symptoms held in abeyance, 
while the renal glands perform their functions normally. 

6. "Bright's disease" is by nature an oscillatory malady, 
accompanied by frequent remissions and exacerbations. 

7. Remissions must not be mistaken for cures. 

8. Rational dietetics and therapeutics offer the largest pos- 
sibility for a complete physiological cure. 

9. A well-regulated mixed diet, especially if composed 
largely of the animal class, when it can be tolerated, yields 
the best results. 

10. All therapeutics to be rational must be directed, not at 
the pathological lesion per se, but toward establishing a more 
perfect digestion and metabolism and a decrease in the work 
imposed upon the renal glands. 
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DISCUSSION. 

Recent Advances. — Dr. Reynold Webb Wilcox said he 
entirely agreed with Dr. Porter as to the fact, now clearly 
established, that in chronic interstitial nephritis the condition 
is not limited to the kidneys, but is widespread ; implicating 
the arteries especially and extending to every tissue of the 
body. One of the points of importance which had recently 
been brought out was the impermeability of the kidney to 
sodium chloride. This found expression in the amount of 
anasarca present, and by regulating the amount of sodium 
chloride ingested good results could sometimes be obtained. 
By the daily weighing of the patient the quantity of sodium 
chloride it was necessary to take out of the food could be 
ascertained. Another point was that the diminution of the 
fluid ingested had often been found to be accompanied by an 
increased amount of dropsy. Dr. Wilcox gave a note of 
warning against the use of so-called diuretics. Even the 
drugs that are supposed to be the least irritating might be 
followed by serious injury. In chronic interstitial nephritis 
(the arterial type) he said it was possible to make a diagnosis 
by means of the sphygmograph before there was any evi- 
dence presented by the urine, and long before the develop- 
ment of any appreciable changes in the eye. 

The Advantages of Erythrol Tetranitrate. — ^Dr. Porter had 
spoken of the utility of nitroglycerin in this affection. He 
himself believed that much better results could be obtained 
with erythrol tetranitrate, which is official in the British 
Pharmacopoeia. By means of this drug the characteristic 
effects of the nitrites were produced more slowly and grad- 
ually, and lasted for a much longer time. 

Lumbar Puncture and High Intestinal Irrigation, — -In the 
persistent headache not infrequently met with, and also in 
preventing coma and convulsions, good results were now 
often secured by the use of lumbar puncture. This measure 
was purely symptomatic, however, and had no curative 
agency. If he were to mention any one thing that was of 
special value, it would be the systematic use of high intestinal 
irrigation, as practised by Kemp. By means of it he had 
seen comatose patients snatched from the very jaws of death, 
and afterwards restored to a moderate degree of usefulness. 
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Dr. Winfield Ayers read a paper on 

LAVAGE OF THE RENAL PELVES IN THE TREAT- 
MENT OF BRIGHT'S DISEASE. 

He said that his experience with this method of treatment 
was far too limited to determine absolutely the uses and 
limitations of the procedure, but it had shown him that much 
good may be accomplished in selected cases of Bright's dis- 
ease if the ureters be properly catheterized and the lavage 
carefully given. In a paper read last June before the Ameri- 
can Urological Association he had stated that beginning 
nephitis could be cured by lavage of the renal pelves, and 
suggested that certain of even the more advanced forms of 
the disease might be improved by this treatment. He had 
also stated that in chronic interstitial nephritis, where con- 
traction had already commenced, such treatment could not 
possibly do any good. Nine months of additional work in 
lavage of the renal pelves had shown him that he was right 
in his prognosis, and he had found that chronic parenchyma- 
tous nephritis which had not reached the stage of contraction 
was wonderfully improved, while contracted kidney, whether 
having its origin in parenchymatous or interstitial nephritis, 
was not improved and often made worse by lavage. 

He thought the extension of inflammation as a cause of 
nephritis had not been sufficiently investigated, and that in 
the future it would be found that many cases now ascribed 
to unknown irritants are really due to an extension of in- 
flammation from a pre-existing pyelitis. He had treated 
142 patients suffering from catarrhal pyelitis, and of these 
46 had more or less involvement of the kidney, as shown by 
the chemical and microscopical findings. In all probability 
the inflammation would have continued and extended in the 
majority of these 46 cases until well-marked nephritis would 
have been recognized. It was quite probable also that in 
many of the 96 patients who had no kidney lesion the in- 
flammation would have extended to the renal structure. It 
seemed to him that if the subject were studied more closely 
with relation to a pre-existing pyelitis, the percentage of 
Bright's disease recognized as having originated from a 
gonorrhoea would be markedly increased. 



— 143 — 

Dr. Ayres said he had treated twelve cases of advanced 
nephritis by lavage. These were of the chronic parenchy- 
matous variety, and were markedly improved. Two cases of 
mild interstitial nephritis were somewhat improved. One 
case of marked interstitial nephritis was considerably im- 
proved at first, but the treatment had no influence on the 
ultimate course of the disease. Three cases of well-marked 
interstitial nephritis were not influenced; neither were two 
in which decapsulation had been performed. One patient, 
in the late stages of interstitial nephritis, was made much 
worse by the treatment. It would, therefore, be seen that 
lavage of the renal pelves for Bright's disease was applic- 
able only in selected cases, and that the diagnosis was all- 
important. As to the manner in which the beneficial action 
was brought about, he could oflFer no satisfactory hypothesis. 
For want of a better explanation he had attributed the im- 
provement to the cleansing of the renal pelves of the prod- 
ucts of inflammation, the establishment of better drainage 
from the kidney by the repeated passage of the ureteral 
catheter, and the counter-irritation to the kidney by the use of 
a hot, slightly irritating solution in its pelvis. It was pos- 
sible that the lymphatics of the kidney took up some of the 
antiseptic solution and carried it through the organ, and 
that the benefit resulted from this. The following were his 
conclusions : 

1. Sufficient importance has not been attached to the 
probability that a large per cent, of cases of chronic nephritis 
in whom no discoverable cause can be found are really due 
to extension of inflammation from the renal pelves. 

2. Lavage of the renal pelves is applicable only in selected 
cases of nephritis. 

3. Lavage of the renal pelves will certainly cure a begin- 
ning nephritis which is due to extension of inflammation 
from the renal pelves. 

4. Lavage of the renal pelves in subchronic and chronic 
parenchymatous nephritis will check the disease, and mark- 
edly improve the general condition of the patient, in those 
cases which have not reached the stage known as cirrhotic 
kidney. 

5. Lavage of the renal pelves for nephritis by one who is 
not properly trained in the technique cannot possibly im- 
prove the condition, and may do harm. 
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Dr. Howard A. Kelly^ of Baltimore, Professor of Gynae- 
cology in Johns Hopkins University, read a paper on the 

TREATMENT OF PYELITIS. 

He said it would be his endeavor to show that pyelitis is 
an affection of the utmost importance to both physician and 
surgeon, and that in one of its most important phases, name- 
ly, its earlier stages, it is still rarely recognized, or, when 
found, is often thought worthy of but little attention because 
it is not immediately provocative of serious symptoms. 

It is always interesting and sometimes helpful to take ac- 
count of nature's method in dealing with a disease. A 
pyelitis of recent origin which is let alone often gets well 
spontaneously by the natural process of irrigation, as the 
urine sweeps the infecting organisms down through the 
renal pelvis and the ureter into the bladder. This kind of 
a cure can only take place where the passages are well open. 
Many cases of pyelitis remain for long periods in statu quo. 
Again, other cases grow worse and worse until they end in 
a high grade of pyelo-nephritis, or the kidney becomes con- 
verted into a veritable abscess sack. A pseudo cure may 
take place by the closure of the sack, when the abscess may 
either persist or may rupture into the bowel, into the pleura, 
into the loin, into the groin, or even into the peritoneum. 

He emphasized the importance of a careful investigation 
of the particular cause in each case, as the mainspring of 
any rational plan of treatment. The removal of the con- 
tributing cause in many cases suffices to cure the trouble, 
and even if it does not cure, it often helps a great deal by 
lessening the grade of the infection. The treatment of the 
cause is then almost always a necessary antecedent to the 
treatment of the pyelitis, which often persists obstinately as 
long as the cause continues. It is alone unnecessary to con- 
sider the cause in carrying out the treatment where the 
cause has been of a transient nature, as, for example, in the 
case of an acute fever, a furuncle, or a typhoid fever, which 
has left a pyelitis in its trail. Some pyelitides depend for 
their source upon a gastro-intestinal disturbance such as an 
obstipation or a catarrh. Instances of this sort are not in- 
frequent in children, and the relief of the exciting cause of 
the trouble often does much towards relieving the pyelitis. 
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Aside from the treatment of such intestinal disorders as 
exist, urotropin and salol have been found valuable drugs 
in children. Again, some pyelitides are lit up by the presence 
of a small or large stone in the pelvis of the kidney, and 
this possibility must always be borne in mind. To detect 
a stone, either use wax-tipped renal catheters to secure a 
scratch mark, or the ^-ray, or both, as mutually confirma- 
tory or exclusive. Upon removing such a gross cause the 
attendant pyelitis may disappear spontaneously. Again, a 
not infrequent cause of pyelitis is the unsuspected presence 
of a hydronephrosis of low grade, or the retention of a little 
urine in the pelvis of a kidney, not as yet distended. Dr. 
Kelly has discovered many such cases in women who have 
had vague pains in one side of the abdomen and variously 
diagnosed as nervous, neuralgic or intestinal. When the 
pain is on the right side, he has repeatedly seen women be- 
longing in this category from whom the vermiform appen- 
dix, the right uterine tube, and the right ovary, had been 
removed without, of course, the slightest benefit. There is 
no difficulty in tracing the source of the pain to the kidney 
by using the method of introducing a renal catheter as far 
as the renal pelvis and then injecting enough fluid to make 
it tense ; in this way an attack of pain is brought on, which 
the patient at once recognizes is or is not of the same char- 
acter, and in the same place, as that from which she has been 
suffering. It is these often baggy pelves which are the most 
likely to catch a low-grade inflammation through a colon 
bacillus infection, when for any reason the general health 
becomes depressed, or in the case of a focus of suppuration 
elsewhere, such as a carbuncle or a furuncle. Such a pa- 
tient with an attack of grippe is almost sure to have a pye- 
litis afterwards. 

An instance of a distended pelvis, in which a pyelitis 
became evident and threatening in the course of an attack 
of influenza, was cited. There was nothing to attract atten- 
tion to the urinary organs except the increased amount of 
urine passed. The urine, however, became turbid and floc- 
culent; it contained some whitish sediment, alburgin, pus 
cells, and a few red blood corpuscles. Just before he ex- 
amined the patient she had had several attacks of severe pain 
in the left side of the abdomen. He catheterized the left 
ureter, and drew off 53 cc. of a pale watery fluid in six 
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minutes and ten seconds. The last 2 or 3 cc. cxxisisted of 
a thick white sediment which dripped slowly from the end of 
the catheter. This single evacuation by the catheter gave 
entire relief, although some pus persisted in the urine. The 
note relative to the discharge of the thick sediment from the 
pelvis of the kidney at the end of the catheterization is most 
important, as it shows the true value of the evacuation and 
the irrigation treatments by the renal catheter. In many 
instances, especially where the renal pelvis is dilated, this 
debris is left behind to perpetuate infection indefinitely. It 
is easy to see how, in this way, a single treatment might 
give great or even entire relief. 

In pyelitis in displaced kidneys it is best, as a rule^^ to clear 
up the renal infection before suspending the kidney. If an 
infected kidney is suspended, the wound in the side may 
break down and a fistula will be the result. Another class 
of pyelitis somewhat akin to this last group is those due to a 
cystitis, often mild in character, affecting the base of the 
bladder and causing stricture of the vesical orifice of the 
ureter. Such a stricture causes more or less stasis of urine 
above, and this, associated with the ever-present vesical in- 
fection, offers all the conditions for an ascending pyelitis, 
lacking the mere accident of the presence of the germ. A 
case of a pyelitis depending on a cystitis was that of Mrs. 
B., seen November, 1901, who had an intense cystitis (colon 
bacillus) with a deep injection of the trigonum, especially 
about the left ureteral orifice, which was inflamed and bled 
on the slightest touch. She had been complaining for about 
four years. His first step was to drain the bladder through 
a vaginal incision, at the same time curetting the inflamed 
surface. The bladder recovered rapidly under this treat- 
ment, and the fistula was closed ; the treatment of a persist- 
ing right renal infection was then continued by catheriza- 
tion of the kidney and the injection of from 25 to 30 cc. 
of a I to 1,000 solution of a nitrate of silver into the pelvis. 
She received in this way seventeen treatments in all; the 
disease disappeared, she made a perfect recovery, and re- 
mains well to this day. 

Again, a pyelitis sometimes originates in this way: An 
adherent ovarian or fibroid tumor, which has been press- 
ing upon the ureter and damming back the urine, is re- 
moved; then, in the course of the convalescence, there is 
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some febrile disturbance, and before long the crippled kid- 
ney catches the infection. Such cases must come not infre- 
quently into the hands of gynaecologists. A case of his 
own, Mrs. McC, aged forty-four, gave him a great surprise. 
She came under his care for a large parovarian cyst The 
urine was clear on entrance and contained no pus. In about 
ten days after the cystectomy the temperature went up to 
loi degrees F. ; a week later it was almost 104 degrees F., 
and the urine was cloudy and full of pus. He did a right 
nephrotomy, letting out a large quantity of pus and remov- 
ing large renal calculi whose presence had never been sus- 
pected. 

In many instances he has seen extensive, dense strictures 
of the lower end of the ureter associated with tuberculosis 
of the kidney. In some of these the larger size ureteral cathe- 
ters introduced could be pushed in only with great difficulty, 
and after the introduction the catheter was held in the bite of 
the stricture as if in a vise. In such cases there is often 
associated with the tuberculosis a secondary invasion by one 
of the pyogenic organisms, a condition to which Albarran 
has called especial attention. The treatment is, of course, 
always nephrectomy, if the condition of the other side per- 
mits. He has never seen but one bad case of gonorrheal 
infection of the ureter. The ureter and renal pelvis above 
the stricture held 150 c.c. of milky urine full of pus. He 
gave this patient, in all, forty treatments, injecting solu- 
tions of boric acid, nitrate of silver i to 200, and bichloride 
of mercury as strong as i to 16,000. Under these treat- 
ments all infection was cleared up, and by using successive- 
ly larger catheters, up to 5 mm. in diameter, the stricture 
was so far dilated that the amount of retained urine was 
reduced to 90 c. c, with a complete symptomatic recovery. 
A pyelitis may also be caused by a vermiform appendix ad- 
herent over the ureter, compressing it and supplying the 
source of infection. An illustrative case was given. 

It is obvious, he went on to say, that removal of the 
cause in all of these conditions is a necessary antecedent 
to the cure of the disease. We have at our command the 
following plans of treatment of a pyelitis : 

Expectant treatment, with rest, the use of diluents and 
drugs, such as urotropin and salol. 
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The local treatment of a cystitis, especially those forms 
adjacent to a ureteral orifice. 

Incision or dilation of a stricture of a ureteral orifice. 

Catheterizati(Mi of the ureter and renal pelvis. 

Irrigation of the ureter and renal pelvis. 

Distension of the renal pelvis. 

Instillations into the renal pelvis. 

Permanent catheterization of the renal pelvis for some 
hours or days. 

Nephrotomy (nephrolithotomy). 

Nephrostomy for more or less permanent drainage 
through the side. 

Nephrectomy in the advanced cases of pyelonephritis or 
pyelonephrosus. 

An acute pyelitis arising in the course of febrile affection 
should be treated for the most part expectantly with rest, 
the ingestion of fluids, and the use of urotropin. If the 
pyelitis becomes severe, he would do a nephrotomy and 
drain the kidney. 

Urotropin is the most valuable remedy we have to-day; 
it is also useful in preventing the disease where previous 
experience has shown that we might expect an attack, 
as for an example in a patient with an acute fever with 
a dilated kidney. It is of most service, he believes, in recent 
cases of colon bacillus infection. 

In the direct local treatment of the disease we have at 
our command the following aggressive and efficacious meth- 
ods: First, the catheterization of the ureter, which may 
serve the purpose, as in a case cited above, of emptying a 
lot of urine full of pus from the pelvis of the kidney, and so 
giving immediate and entire relief. In the second place, cathe- 
ters of various sizes and metal catheters which he has used 
as high as 5 mm. in diameter may be used to dilate a 
urethral stricture, so giving free vent to the urine and serv- 
ing to cure the disease by natural drainage. In the third 
place, the pelvis of the kidney may be catheterized every 
two or three days for the purpose of irrigation, running 
through the kidney a liter or more of a bland, or mild anti- 
septic fluid. As a rule, he uses a boracic acid solution or 
nitrate of silver i to 1,500 or i to 1,000 or stronger. In the 
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fourth place, a few cc. of a nitrate of silver solution 
as strong as i to 200 or even i to 100 may 
be thrown into the pelvis of the kidney and left there by 
the withdrawal of the catheter (instillation). In the fifth 
place, a nephrostomy may be done, draining the kidney 
through its dorsum in the loin, and in order to keep the 
ureter open for a few days, the permanent catheterization 
of the ureter may be added to this. The catheter introduced 
in this way through the ureter up into the pelvis of the 
kidney drains it per vias naturales. In the worst cases, in 
which the opposite kidney is competent to do all the work, 
a nephrectonomy must be done. 

The treatment of a pyelitis, he has found by experience, 
must often be modified by complicating conditions. In one 
instance he removed both uterine tubes for tuberculosis 
together with the vermiform appendix which was covered 
with tubercules. Another interesting case was that of Miss 
P., aged 52, who had an extensive tuberculosis of the left 
kidney and ureter, with an intense and most distressing 
cystitis. She had lost all control of the bladder, and the 
urethra was intensely inflamed. In addition to the tuber- 
culous left kidney, the right kidney was infected with a 
colon baccillus pyelitis. He removed the left kidney and 
ureter, and drained the bladder both suprapubically and 
by the vagina ; this brought such complete relief that he was 
able at last to treat the right kidney by nitrate of silver 
irrigations, with the result of giving absolute and entire 
relief and removing the infection, so that there was but 
a faint growth. For about a year past she has been in per- 
fect health. 

Let me, Dr. Kelly said in concluding, 'again emphasize 
the importance of the mild pyelitides to the profession at 
large, as an almost unknown affection, and yet one that is 
very common and most important. It is my own conviction 
that these mild pyelitides are at the present moment the most 
important subject in the realm of urology, for two reasons. 
First, because of serious consequences possibly following 
a persistent infection, which is like a train of powder, burn- 
ing slowly and leading up to a mine situated at an unknown 
distance, liable, therefore, to explode at any moment with 
disastrous consequences. Second, because timely aid and 
right methods will almost always bring relief and obviate 
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the dangerous sequelas. This subject appeals to me as much 
as though, as a gynecologist, I were enabled to take up 
afresh die subject of pyosalpinx, and declare that, instead 
of directing attention to the great sealed uterine tubes dis- 
tented with pus, I had found a way to recognize this dis- 
ease in its incipiency, while as yet it amounted to nothing 
more than a mild catarrh, curable by mild measures and 
obviating the need for a radical operation. With what eager 
interest the entire gynecological world would investigate 
such an important announcement! And yet here we have 
an organ of far greater value to the economy than either 
or both of the uterine tubes; we have long recognized the 
advanced gross destructive lesions called pyelonephritis and 
pyelonephrosis ; and now, if clinical histories show that 
these are often but the end-products of a mild infection 
which is amenable to treatment, how urgent the need of 
investigating and relieving it. The general indifference to 
mild pyelitides, while great attention is bestowed on the 
large pus kidneys, is much as though an internal specialist 
were to devote great attention to ^e crumpled and thick- 
ened heart valves of advanced heart disease, while refusing 
to pay any attention at all to an endocarditis in its earlier 
stages, because it is so mild. Verbum sapienti satis est! 
Let me apply to these cases the well-worn metaphor of the 
sword of Damocles. Personally, I have too often seen the 
sword fall on the unsuspecting neck not to heed the warn- 
ing given by pus and micro-organisms in the urine in every 
case, whether from a cystitis or from a pyelitis. 

Let me conclude this brief sketch by offering a few prac- 
tical deductions. 

1. It is important to take cognizance of pyelitis of any 
grade whatever, as it may, at any time, become a menace 
to the functional value of the kidney, or even to life itself. 

2. The severer grades of the affection are often the se- 
quelae of a milder pyelitis of long standing. 

3. The first step in the investigation is to determine the 
extent of the affection by estimating the amount of pus in 
the urine and the relative number of organisms. 

4. It is important to determine the cause of the infection, 
which is often of a mechanical nature, and therefore easily 
relieved. 
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5- By removing the cause, the disease may either be 
cured, or be so far benefited that a subsequent ccxnplete re-' 
lief by means of local treatments is easily brought about. 

6. The milder forms are best treated by rest, abundant 
water and urotropin. 

7. If there is not a speedy improvement, the next simplest 
plan of treatment is the catheterization of the kidney every 
two or four days for the purpose of evacuation, distention of 
the pelvis, irrigation, and instillation. Boric acid and nitrate 
of silver are the best drugs in this connection. 

8. Improvement should be measured by the disappear- 
ance of pus from the urine and the dimunition in the organ- 
isms, taking say three platinum loops as the measure in 
conveying the infected urine to the agar. 

9. A patient improved, but not cured (complete absence 
of bacteria), should be watched in the intervals of treat- 
ment, and guarded with especial care in case of any inter- 
current disease. Should such a disease supervine, urotro- 
pin is a good prophylatic. 

10. The severer forms of the disease may be treated by 
irrigation, which often brings great temporary relief. As 
a rule, however, the kidney must be opened and drained; 
if it has been extensively diseased, it should be removed. 

DISCUSSION. 

Dr. Ayre^ Statements Corroborated. — Dr. F. M. John- 
son, of Boston, said that from an experience of a consid- 
erable number of cases he could confirm the statements 
made by Dr. Ayres. These were private cases which had 
been referred to him after treatment of all kinds, with very 
little benefit. He had added the lavage, at the same time 
maintaining other treatment, and marked improvement had 
often resulted. It was astonishing, he thought, how little 
lavage, even of the bladder, was made use of by the pro- 
fession. Lavage of the kidney was no more dangerous than 
that of the bladder if it were performed skilfully and under 
proper precautions. Our knowledge was constantly being 
increased by contributions in one direction or another, and 
lavage of the renal pelvis seemed to him to be a measure 
worthy of careful consideration. 
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The Test of Time Required. — ^Dr. George M. Edebohls 
said that in the present state of the treatment of Bright's 
disease any addition to our resources would be most wel- 
come. At this time, however, it was absolutely impossible 
to arrive at any positive condusion as to the value of Dr. 
Ayres' procedure. Only nine or ten months had elapsed 
since he had made it known, and it was essential that it 
should be tested by the observations of several years. He 
could not agree with Dr. Ayres that a diagnosis of incipient 
Brighfs disease might be made on the presence of a little 
albumin and a few granular and hyaline casts in the urine. 
Ail these signs were scmietimes to be found with a movable 
kidney, and might entirely disappear after fixation of the 
organ. 

Pain in Hydro-nephrosis. — ^He agreed with Dr. Kelly in 
regard to the pain met with in hydro-nephrosis, and felt sure 
that ovaries and tubes, and even the uterus itself, had some- 
times been taken out when the real trouble was in the kid- 
ney. It might be that it was movable kidney in some in- 
stances which caused the slight hydro-nephrosis spoken of 
by Dr. Kelly. 

Ureteral Catheterization a DiMcult Procedure. — He did not 
think it would be right to resort indiscriminately to catheter- 
ization of the ureters, as this required special skill. There 
were fewer men able to do this, he believed, than to perform 
a major operation on the kidney. With these limitations he 
desired to endorse the papers of the evening. 

The Curative Effect of Lavage Hard to Understand. — 
Dr. Willy Meyer said that Dr. Kelly had an advantage 
over the general surgeon in the fact that all his patients were 
women, as ureteral catheterization was a much simpler matter 
in the female than in the male. As to Dr. Ayres' treatment 
of Bright's disease, he thought it difficult to understand how 
lavage of the renal pelvis twice a week could exert any 
positive influence on the entire parenchyma of the kidney, 
considering the comparatively large size of the organ. 

The Treatment Does Not Seem Philosophical. — ^Dr. Fred- 
eric BiERHOFF said that he had to confess that the more 
he had seen of ureteral catheterization the more had he be- 
come convinced that the best treatment for pyelitis is rest 
in bed. Only in the severe cases did he think this procedure 
should be resorted to. As to the treatment of Bright's dis- 
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ease by lavage, this did not seem to him at all philosophical. 
The fluid injected was confined entirely to the pelvis and 
calices, while in this affection we had a process which had 
its origin in the remote tissues of the kidney ; and he failed 
to see how the Malpighian bodies could be affected in the 
slightest degree by such treatment. In order to take the 
place of any accepted method of treatment a proposed 
method must accomplish at least as much, if not more, than 
the other; and this had not been demonstrated here. Dr. 
Ayres had stated that the albumin and casts diminished, but 
this result could be secured by simple rest in bed and in 
various other ways. He did not think, therefore, that he 
(Dr. Ayres) was justified in making any claim, since the 
same results could be obtained by much simpler methods. 
The only surgical treatment of Bright's disease which had 
as yet proved of real value was Dr. Edebohl's renal decap- 
sulation. If this disease ordinarily originated from an ex- 
tension of inflammation from the renal pelvis, lavage might 
seem to be indicated, but the whole trend of authoritative 
opinion was just the reverse of this, recognizing that the 
process originated in the remote tissues of the kidney. 

Tfie New Theory Untenable,— T>r. Boleslaw Lapowski 
said that Dr. Ayres had invented a new theory, and it was 
not tenable. He had based the supposed efficacy of lavage 
on the benefit derived from washing out the renal pelvis. 
But it was not possible to thus wash away gonorrhoeal in- 
fection. The gonococcus would stick, no matter how thor- 
oughly the lavage was carried out, and it could be removed 
only by means of a curette. He also thought Dr. Ayres' 
method attended with considerable danger, as the parts were 
not in the same condition as in the normal kidney. 

The Term Bright' s Disease Should be Abandoned, — ^Dr. 
A. A. Berg thought the time had now come when the term 
Bright's disease should be given up. The cases should be 
designated as chronic nephritis. It was very difficult, he 
said, to understand how lavage of the renal pelvis could 
have any effect on such a condition. If we really had an 
inflammation ascending from the bladder, accompanied by 
obstruction, the condition might, no doubt, be baiefited by 
the use of lavage, but this was not the usual history in 
chronic nephritis. 
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Dr. Ayres, in closing the discussion, said that in his cases 
it was a fact that, notwithstanding various other measures 
employed to prevent the occurrence of casts and albumin in 
the urine, these continued to develop; and that under the 
use of lavage they progressively diminished. He had been 
very careful to state that lavage was applicable only in se- 
lected cases, and he had claimed for it only such results as, 
within the limitations he had specified, actual experience had 
shown to be fairly attributable to its effects. In interstitial 
nephritis no benefit was derived from lavage, except at the 
very beginning of the process. He was sorry that Dr. John- 
son had not given more details of his cases, as he had had 
the same experience in Bright's disease that he himself had 
met with. 
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Stated Meeting, April lo, 1905. 

IMMUNITY AND INFECTION 

was the general topic of the evening. 

INTRODUCTORY ON IMMUNITY. 

This was given by Dr. Edward K. Dunham, of the Uni- 
versity and Bellevue Hospital Medical College and the Car- 
negie Laboratory. It was devoted principally to a resume of 
Ehrlich's side-chain theory, and was illustrated by a series 
of charts which were personally presented to him by Pro 
fessor Ehrlich when the latter was in this country.-. At 
first glance, he said, these conceptions might seem a little 
fanciful and perhaps unnecessary, but they had made a 
profound sensation in the scientific world, had been very 
fruitful of investigation, and seemed likely to prove of no 
little practical value. 

Dr. Eugene L. Opie, of the Rockefeller Institute for 
Medical Research, read a paper on 

PHAGOCYTOSIS IN ITS RELATION TO IMMU- 
NITY. 

The observations of MetchnikoflF, he said, have given im- 
portance to the fact that certain cells of the body are capable 
of engulfing and dissolving solid particles, and our knowl- 
edge of the character and behavior of these cells during 
infectious diseases is largely due to the investigations of 
this authority and his pupils. In sponges and certain sea 
anemonies, food is not prepared for absorption by the action 
of digesting juices secreted in an alimentary cavity, but 
particles of nutritious substances are taken into the proto- 
plasm of certain cells, and there transformed into substances 
capable of nourishing the entire body. By the gradual adap- 
tation of this physiological process, according to Metchni- 
koff , has been evolved the complicated mechanism by which 
higher animals resist the invasion of injurious organisms. 
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He believes that the essential feature of an inflammatory 
process is phagocytosis. The vascular dianges and other 
phenomena which characterize inflammation are simply 
means by which cdls capable of phagocytosis are brought 
into contact with the inflammatory irritanL Many animals 
of simple organization possess no system of blood-vessels, 
and yet are furnished with cells which by their amoeboid 
movements approach and ingest the microorganism or other 
foreign substance which has invaded the body. He would 
designate this as simple process inflammation. 

The relation of phagocytosis to inflammation is well il- 
lustrated by the changes which follow the experimental 
introduction of bacteria into the peritoneal cavity of an ani- 
mal. During the later stages of the inflammatc^ process 
certain large cells, which make their appearance sixteen 
hours after inoculation, engulf and destroy the smaller 
polynuclear leucoytes, which themselves have already in- 
gested bacteria. The smaller polynuclear phagocytes, named 
by Metdmikoff microphages, are particularly concerned in 
the distinction of bacteria. When cellular elements of an- 
other species, such as red blood corpuscles, are introduced 
into the peritoneal cavity of another animal, they are at- 
tacked and digested by the microphages. Intimately related 
to the processes by which bacteria, red blood corpuscles and 
various cells are destroyed, is the production of the much- 
discussed bacteriolysins, haemolysins and cytotoxins. Met- 
chinikoff s first observations upon the r61e of phagycytosis 
in infectious diseases were made upon certain water insects 
which are subject to infection with a peculiar mould. Direct- 
ing his attention to microorganisms pathogenic for man and 
higher animals, he studied the course of infection with the 
bacillus of anthrax, and was able to demonstrate the occur- 
rence of active phagocytosis in those animals which exhibited 
a natural immunity to the organism. The parallelism be- 
tween natural immunity and the occurrence of phagocytosis 
has been a subject of dispute for many years, but innumer- 
able observations have demonstrated the important part 
played by the phenomenon in the inflammatory reaction fol- 
lowing infection with pyogenic cocci, bacillus tuberculosis, 
and a great variety of other species, when introduced into 
the body of an animal which is naturally imnlUne to the 
organism used. 
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When the studies of Nuttall, Buchner and others had 
shown that the blood serum and other fluids of many ani- 
mals contain substances which are destructive to a large 
variety of bacteria, adherents of the phagoc)rtic theory of 
immunity were forced to answer the objection that pha- 
gocytes ingest only dead bacteria. This they have done 
with success, in many instances at least ; demonstrating that 
bacteria within the protoplasm of the cell are still living and, 
under suitable conditions, capable of multiplication. As 
to the method by which the phagocyte destroys the micfo- 
organisms, Metchnikoff maintains that the cell contains a fer- 
ment or cytase which is able to destroy and dissolve bacteria. 
This ferment, which is set free only when the cell is de- 
stroyed, he identifies with the alexin of Buchner and the 
ccMnplement of Ehrlich. It differs from the ferment formed 
by the macrophages, which exerts its action particularly 
upon cellular elements, such, for example, as red blood 
corpuscles of another species. Metchnikoff, as well as Buch- 
ner, maintains that the cystase is derived from the leucocy- 
tes. Admitting the bactericidal power of the blood serum, 
he attributes it to substances contained in cells which are 
capable of phagocytosis. Disintegration of leucocytes may 
be caused by the injurious influence of bacterial toxins, and 
occurs, moreover, when the blood coagulates. If careful 
precautions are taken to prevent coagulation, the plasma 
obtained exhibits no bactericidal power. Separation of leu- 
cocytes from the plasma before the occurrence of coagula- 
tion has been effected by means of centrifigatization ; and 
in such plasma there has been found an absence of comple- 
ment or cytase. This conception of the destruction of pha- 
gocytes setting free bactericidal ferments has enabled Metch- 
nikoff to make his theory applicable to acquired immunity. 

Recent observations by Wright and Douglas contradict 
many of the views of Metchnikoff, and in some degree tend 
to diminish our conception of the importance of the pha- 
gocytes as active agents in producing either natural or ac- 
quired imnranity. Metchnikoff has insisted that bacteria, 
other microorganisms, and cells may be living at the time 
when they are engulfed by the phagocytes, and has success- 
fully combatted the belief of those who have held that these 
cells act only as scavengers, removing dead material. The 
studies of Wright and Douglas show that bacteria must 
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be altered, though not indeed killed, before it is possible 
for phagoc3rtes to attack and ingest them. By simple but 
convincing experiments they have demonstrated that sub- 
stances in the blood serum must act upon bacteria and com- 
bine with them before the irfiagocytes can engulf them. 
Leucocytes are separated from the serum and then washed 
by repeated centrifigatization, in order to remove the serum 
still adherent to them. These washed leucoc)i:es are still 
living, and capable of active amoeboid movement, and, if 
suspended in a mixture of blood serum and certain bacteria 
(notably staphylococcus aureus), and kept for a short time 
at body temperature, are capable of ingesting bacteria in 
large numbers. If, however, the blood serum is heated to 
60 degrees or 65 degrees C. before the mixture is made, 
no phagocytosis occurs. In other words, the serum contains 
some readily destructible substance which must be present 
in order that the bacteria may be attacked. From their 
experiments, Wright and Douglas have reached the con- 
clusion that the serum of the blood contains substances, des- 
ignated by them opsonins, which must act upon the bacteria 
before they can be attacked by the leucocytes. The leucocy- 
tes are not of themselves, as Metchnikoff has held, capable 
of destroying microorganisms, but can act only after the 
opsonins of the serum have prepared bacteria for ingestion. 
Wright and Douglas' experiments have now been confirmed 
by a number of other observers, and there seems to be little 
doubt tiiat the substances present in serum have a part in 
the phenomenon of phagocytosis. The partial immunity of 
man and other animals to a variety of bacteria is referable, 
Wright and Douglas believe, to the opsonic substance. A 
large number of bacterial species have been tested, and the 
results show that all are not equally susceptible. Certain 
observations indicate that there is a loss of so-called opsonic 
power associated with certain infectious diseases. Loss of 
the opsonic property of the serum for staphylococcus aureus 
has been described by Wright and Douglas in association 
with acne, furimculosis and other conditions caused by this 
microorganism, while Bulbock and Atkin have observed a 
case of cutaneous tuberculosis in which the so-called opsonic 
index for tubercle bacillus was much below that of normal 
serum. Wright and Douglas maintain indeed that immuniz- 
ing injections of staphylococcus or tubercle bacillus, for 
example, will increase the opsonic power of the serum. 
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Further studies of this important property of the blood are 
in progress. The explanation offered may be modified by 
later experiments, and it is not inconceivable that the phe- 
nomenon may be referable to bodies already known. At 
present the view of Wright and Douglas is perhaps the most 
plausible. In recent years the theory of phagocytosis has 
doubtless had less influence in suggesting new Sind profit- 
able research than those theories which are concerned with 
the properties of the blood serum and other fluids of the 
body. We clearly are not able to define with complete 
exactness the part played by the phagoc)rtes in the destruc- 
tion of bacteria. Moreover, attempts to apply to therapeutic 
use the important facts that are known have met witii but 
little success. Indirect stimulation of phagocytosis by injec- 
tion of substances which are capable of increasing the num- 
ber of leucocytes in the circulating blood, or at a point sub- 
ject to bacterial invasion, has had little practical application, 
though attempts in this direction have been made. A some- 
what more intimate knowledge is necessary before the facts 
of experimental biology are applicable to medical practice. 

Dr H. T. Marshall, of Johns Hopkins University, Bal- 
timore, read a paper on the 

THERAPEUTIC VALUE OF ANTITOXIC SERA. 

The antitoxic treatment of diphtheria, he said, is, of 
course, the best known and most successful example of 
serum treatment. Most of the actions of serum and diph- 
theria toxin can be clearly understood from our knowledge 
of the properties of the toxins and antitoxins. Iln the case 
of diphtheria we have a soluble toxin conveyed in the cir- 
culation or in the tissues by the antitoxin. In the case of 
tetanus we are confronted with a different set of condi- 
tions. Since 1890 we have known that animals can be made 
to produce an extremely potent serum against tetanus toxin; 
but neither in experiment nor in therapeutic use have the 
results been so dear or so satisfactory as with diphtheria 
serum. Recently an explanation has been given of some 
of the difficulties which are met with in the use of this 
serum. Meyer and Ransom found that not only is the 
tetanus toxin carried to the central nervous system along 
the motor nerves, but also that the toxin gains entrance to 
the nerves through the motor end-plates, that it does not 
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reach the central nervous system by any other route than 
the nerves, that tetanic rigidity is altogether a result of 
central irritation, and that the latent period between the 
injection of toxin and the onset of tetanic s)rmptoms is 
almost altogether due to the time required for the toxin to 
pass along the motor nerves to the cord or brain. Further- 
more, they found that the tetanus antitoxin is not carried 
along the nerves, and has practically no action except upon 
that toxin which has not yet entered into the motor axis 
cylinders. Recent experiments by Wassermann also go to 
show that the toxin is absorbed only by the motor nerves, 
the antitoxin only by the circulation and lymph. This pe- 
culiar mechanism, now demonstrated for the first time, 
brings the tetanus toxin in concentrated form upon the sus- 
ceptible cells along the motor axis cylinders, and it further- 
more places the toxin at an early period (and some time 
before the onset of symptoms) beyond the reach of the 
antitoxin. The practical lessons to be learned from this 
work are: (i) Subcutaneous, intravenous and subdural in- 
jections of antitoxin are of no value as measures to relieve 
tetanus when the symptoms have appeared. (2) Injections 
of antitoxin, especially near the infected wound, will effectu- 
ally bind any toxin present in the system ; i. e., toxin before 
it has been picked up by the moter end-plates. (3) It is 
probable that injections of antitoxin directly into the motor 
nerve leading from the infected wound, or even into the 
segment of the cord reached by this nerve, will have some 
influence upon the toxin. The study of diphtheria and 
tetanus shows that however brilliant the results from the 
use of antitoxic sera may be in favorable cases, the antitoxin 
is not the only factor in the cure. Even though the toxin 
and antitoxin neutralize each other in the body with the 
regularity of acid and base, there are certain obscure phe- 
nomena in these infections which seem to depend upon tfie 
vital force of the animal. It is still too early to pass judg- 
ment upon the attempts to obtain intracellular toxins by 
autolysis or regarding autolysis after growing the bacteria 
on special media. One may safely say, however, that' the 
sera for hay fever (Dunbar), for typhoid ( Chant emesse), 
and even the disputed serum: for tuberculosis (Maragliano), 
have received such favorable reports that they are worthy 
of a careful trial. 



Dr. H. D. Pease^ of the Antitoxin Laboratory of the New 
York State Department of Health, Albany, read a paper 
on the 

THERAPEUTIC VALUE OF BACTERICIDAL SERA. 

Without question, he said, the largest volume of laboratory 
and clinical investigation looking toward the serum treat- 
ment of any of the infectious diseases, except diphtheria 
and tetanus, has been in the direction of a specific serum 
for the treatment of streptococcus infections. As yet we 
have no decisive method of determining the relationship 
existing between cultures of streptococci obtained from 
varying sources, nor do we as yet fully understand the 
mechanism of the reactions which take place between strep- 
tococci and their immune sera, either in vitro or vivo. On 
one point all observers are practically united, viz., that 
neither normal human serum nor that of convalescents from 
streptococcus infections, nor anti-streptococcic sera, have 
any experimentally demonstrable bacterial action, as distinct 
from a phagocytic power on streptococci. Considering, there- 
fore, our very incomplete knowledge of these underlying 
principles, it is not surprising that the results obtained by 
the therapeutic use of the many and variously produced 
antistreptococci sera are also most uncertain and variable 
in the extreme. There have been two schools : one holding 
that all streptococci belong to one species, and preparing sera 
with single cultures the virulence of which has been arti- 
ficially increased by their passage through animals (the so- 
called "tier passage") ; and the other believing that strep- 
tococci can be divided into numerous groups, and preparing 
each serum with repeated cultures taken directly from man. 
These latter sera are described as polyvalent. Sera prepared 
according to both general methods have been used exten- 
sively clinically. Having given some of the reported results 
in various affections. Dr. Pease went on to spesik of the anti- 
tuberculous sera of Marmorek and Maragliano, and said 
that, in opposition to the optimism of both these investi- 
gators, Baldwin considers that the sera at present used in the 
treatment of tuberculosis act as non-specific stimuli and 
merely assist in the production of a high nutritional condi- 
tion. He then briefly reviewed the subjects of antityphoid. 
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antidysenteric, antiplague and antianthrax sera, and said in 
conclusion that it was evident that in no one of the diseases 
considered has there yet been demonstrated an entirely, sat- 
isfactory serum therapy. Sufficiently beneficial results have, 
however, been obtained with the streptococcic, dysenteric, 
plague and anthrax antisera to warrant at least some hope 
of better results when our knowledge of these infections 
and their etiological agents has become materially increased. 

Dr. Arthur J. Wolff, M. D., Bacteriologist of the Board 
of Health, Hartford, Conn., read a paper on 

DIPHTHERIA ANTITOXIN IN CEREBRO-SPINAL 

MENINGITIS. 

Shortly before the epidemic of meningitis broke out in 
Hartford, that is, in about March, 1904, the cultures which 
were sent into the laboratory for daily examinations began 
to change in the general characteristics of the bacterial flora 
observed. This was striking to him, as he had been exam- 
ining such cultures daily since 1894, when the Health Board 
laboratory was established. Diphtheria, which had been 
very prevalent, had almost disappeared from the city, and 
cultures of Klebs-Loffler bacilli were moderately rare. In 
place of the ordinary forms of bacteria heretofore observed 
in these cultures he began to discover almost pure growths 
of a diplococcus which up to that time had been rarely 
seen. This peculiar change in the bacterial findings of the 
cultures had continued for some time prior to the outbreak 
of the epidemic, and he very shortly noticed that cultures 
containing Klebs-Loffler bacilli, either were completely de- 
void of the diplococcus mentioned, or the latter was found 
very sparsely disseminated in the culture. What signifi- 
cance the rarity of diphtheria had in relation to the epidemic 
of meningitis in Hartford, whether the two diseases are 
antagonistic to each other, he could not say; but this led 
to an investigation as to the possibility of an antagonism 
between the two organisms. The diplococcus found in the 
cultures, as well as the diplococcus found in the noses of 
those suffering from meningitis, were carefully compared 
as to their biological characteristics. The diplococci found 
in the cultures from the nose in meningitis patients were 
found to respond in no wise imlike the diplococci found in 
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the lumbar punctures, including even their varying reaction 
to the Gram, upon which so much stress has heretofore been 
placed. Some of these nose cultures were decolorized by 
Gram, while some of the nose cultures from typical cases 
of meningitis were not so discolorized. Notwithstanding 
opinions heretofore advanced to the contrary, he believed 
that the diplococci found in, these cultures, the diplococci 
found in the ordinary routine work of the laboratory, and 
Diplococcus intracellularis meningitidis, were one and the 
same organism. 

Going on to speak of the experiments made during his 
investigation, he stated that none of the animals which he 
inoculated with varying strengths of meningococcus cultures 
actually died as a result of these. When the organism was 
introduced into the rat and goat, a general septicaemia was 
sometimes produced, and he was enabled, in a few cases, 
to reclaim the meningococcus from the blood, from the 
meninges of the brain and cord, and in the white rat from 
the lung. The monkeys and guineapigs upon which he 
experimented were all immune to the effects of the organ- 
ism. The monkeys and goats received inoculations of large 
quantities of pure cultures into the spinal canal, and in the 
case of the monkeys the fluid was pushed up through the 
cribriform plate of the ethmoid into the base, without notable 
result. 

As to the experiments leading to the determination of 
the existence of an antagonism between the Klebs-Loffler 
bacillus and Diplococcus intracellularis meningitidis, he said 
he could give but a few of the results obtained. In brief, 
cultures made in bouillon of loops from agar growths of 
meningococci from lumbar punctures and loops from blood- 
serum growths of pure cultures of Klebs-Loffler bacilli, mixed, 
showed in some cases very rich growths of Klebs-Loffler 
bacilli and very few meningococci, or vice versa, entirely 
dependent upon which organism was sown in the greater 
amount. When equal amounts of 24-hour cultures of Klebs- 
Loffler bacilli and meningococci, growing in bouillon, were 
mixed, an examination 24 hours after showed rich growths 
of meningococci and very few Klebs-Loffler bacilli, the latter 
being precipitated, curled up, and agglutinated. Loops ob- 
tain^ from an agar culture of a lumbar puncture sown in a 
quantity of diphtheria antitoxin of 500 units strength, exam- 
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ined after 48 hours, and also after nine days, showed the 
serum perfectly clear and devoid of organisms, while the 
precipitate contained a very few meningococci. A 24-hour 
bouillon culture of the meningococcus when mixed with 
3 cc. of diphtheria antitoxin of 1,000 units strength, gave a 
precipitate in 24 hours, the liquid above being perfectly clear 
and devoid of organisms in 48. Smears of the cocci in the 
precipitate took the stain with the greatest difficulty. 

He felt, therefore, that there is an antagonism between 
the Klebs-LofHer bacillus and the meningococcus, that the 
Klebs-Loffler bacillus is precipitated and agglutinated by 
the meningococcus when rich cultures of Ix^h are mixed; 
that the diphtheria antitoxin in proper proportions inhibits 
the growth of the meningococcus. These were a few of 
the reasons which led him to believe that diphtheria anti- 
toxin might have some important place in the treatment of 
epidemic cerebro-spinal meningitis. Experience in the lab- 
oratory demonstrates that diphtheria toxin is more eflFective 
in precipitating and killing the meningococcus, but, of 
course, such a therapeutic measure is out of the question in 
the present state of our science. His impression is that the 
only effective way to apply this treatment is to use the anti- 
toxin as early as possible in the disease, and in very large 
doses. Of the success obtained in the treatment of menin- 
gitis with diphtheria antitoxin he could say but little, but 
Sie enthusiastic opinions which had come to him from 
physicians who did use it, led him to feel that he had sug- 
gested a valuable means for combatting one of the most 
fatal epidemic diseases which can visit a community. 

As to the antagonism between the Klebs-Loffler bacillus, 
its toxin or its antitoxin, to the meningococcus, he would 
say that this is entirely within bacteriological law. Exam- 
ples of such antagonism might be mentioned almost with- 
out number. For example, it is well known that staphylo- 
coccus Pyogenes aureus, the typhoid bacillus, the bacillus of 
Friedlander, etc., are all antagonistic to the anthrax bacillus ; 
witness also the remarkable experiments on the value of 
the streptococcus of erysipelas in the cure and protection of 
rabbits suffering from anthrax, and the experimental work 
of Watson Qieyne in the same direction; also the work 
of Schwimmer, who studied with care the antagonism of 
the streptococcus of erysipelas to the organisms of different 
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infectious diseases ; also the work of Kemper on the antago- 
nism between the vibrio of cholera and B. colt communis, 
to which might be added the work of Gromakowsky on the 
r&Ie of diplodcd in antagonism to pyogenic staphylococci 
and streptococci. He also called attention to the work of 
Garre, Lode, Moser and Von Pirquet in this same line. 

This, he said in conclusion, was a limited exposition of 
the facts that led him to suggest the use of the antidiphtheric 
serum for the treatment of epidemic cerebro-spinal menin- 
gitis, and if his suggestions should result in only a small 
diminution of the frightful mortality from a disease for 
which no remedy has hitherto been found, if he had suc- 
ceeded in opening the door through which men of greater 
intelligence and broader experience would follow with some- 
thing of value to tiie medical world and to the public, his ob- 
ject would have been fully accomplished. 

Dr. Henry W. Berg read a paper on 
THE PRESENT LIMITATIONS OF SERUM THE- 
RAPY IN THE TREATMENT OF 
INFECTIOUS DISEASES. 

The pathological bacteria which have hitherto been iden- 
tified with specific infectious diseases, he said, naturally fall, 
so far as the production or non-production of toxins is con- 
cerned, into the following three groups: (i) Those bac- 
teria which produce in living cultures outside of the body, 
best shown in fluid media, as a free secretion, a virulent real 
toxin. The chief members of this group are the diphtheria 
and tetanus bacilli. (2) Those bacteria which secrete lit- 
tle or no free toxin in living cultures, but do contain a 
powerful toxin, known as an endotoxin, in the living bacte- 
rial cell, which is partly set free only upon the death and 
disorganization of the bacterial cells. To this class belong 
by far the largest number of known pathogenic bacteria. 
Good examples are the pneumococcus, the streptococcus, and 
tiie typhoid bacillus. (3) Those bacteria which produce 
no free toxins, nor have in the bacterial cells endotoxins of 
any power, but in which the cell plasma contains other poi- 
sons in addition to the protein poisons which all bacterial 
cells in common contain. The most important member of 
this group is the tubercle bacillus. In the diseases with the 
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causation of which the bacteria belonging to the first group 
have been identified there is present a local growth of the 
specific bacteria at some favorite site, together with a more 
or less general toxaemia to which are due the constitutional 
manifestations of the disease. The toxin and its dissemina- 
tion are the important factors. On the other hand, in those 
numerous diseases in which bacteria belonging to the second 
group are the pathogenetic factors, the microbes are the 
important and direct pathogenic element. In the third group 
the symptoms of the disease are due to the bacterial growth, 
poisons in the cell's plasma and protein contents of the bac- 
teria, and the pathalogical changes which result from their 
influence. There are no toxins or endotoxins. All three 
groups of these infections may be complicated by mixed 
infections in which organisms of various kinds may take 
part. 

Studies of the methods by which an acquired immunity 
can be induced in the living body which has become the 
seat of an infectious disease have shown that the diseases 
due to the bacteria of the first group can be logically treated 
by antagonizing the free toxin, by the injection of the blood 
serum of an animal which has been immunized to that toxin. 
As to the diseases dependent upon bacteria belonging to the 
third group, medicine has as yet received little encourage- 
ment in the treatment of such diseases, as tuberculosis by 
a therapeutic serum. In the case of both the antitoxins and 
antimicrobic sera, the therapeutic action, both curative and 
prophylactic, is only potential, and not positive in any indi- 
vidual case. It is true that, for instance, in the laboratory 
experiment a given fixed quantity of diphtheria antitoxin 
will safely antagonize and neutralize the effect of a fatal 
dose of diphtheria toxin when both are injected simulta- 
neously into an animal, or when the injection of the anti- 
toxin immediately follows the injection of the toxin. Yet 
it is apparent that the conditions present in the laboratory 
experiment are not duplicated in the sick room. First and 
foremost is the element of time; the injection of the anti- 
toxin does not immediately follow the infection of the pa- 
tient. Even were the antitoxin injected on the first appear- 
ance of pseudo membrane in the throat, the antitoxic injec- 
tion would still be as many days behind the laboratory 
experiment as is indicated by the duration of the incubation 
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period of the infection in the given patient. Indeed, when 
this fact is taken into consideration, it is marvellous that 
such magnificent results from the antitoxin treatment of 
diphtheria are obtained. For it is essential that the antitoxin 
of the injected serum come in contact with the toxin in 
such a condition that it can enter into chemical combination 
with it. In other words, it can only bind the toxin which 
it finds free in the blood and tissues. That which has already 
entered into firm cc«nbination with the body cells, for some 
of which it has a selective action, is no longer amenable to 
neutralization by antitoxin. Hence one of the important 
practical limitations to the efBciency of the antitoxic sera in 
therapy is the length of time that has elapsed since the infec- 
tion has occurred. The Ehrlich side chain theory enables 
us to comprehend why it is that in spite of considerable 
lapse of time the antitoxic sera are effective. 

Our present clinical and bacteriological knowledge, there- 
fore, enable us to lay down certain limitations to the use of 
antitoxic sera in the treatment of diseases produced by the 
toxic bacteria belonging to the first group. These are : ( i ) 
That the bacteriological cause of the disease must be posi- 
tively identified and known. (2) That it must be an organ- 
ism which produces a free specific toxin, and virulent enough 
to be effective in the immunization of animals. (3) That 
the experimental injection of the antitoxic serum in suffi- 
cient quantities be successful in saving animals from death 
when injected with or immediately after a fatal dose of the 
toxin specific to the organism. (4) The bacterial cause and 
its toxin being both specific, the specificity of the action of 
the antitoxic serum follows as a natural sequence, and must 
be recc^piized. (5) The combination between toxin and 
antitoxin being a chemical one, there must be an absolute 
quantitative relation between the amount of toxin injected 
and the quantity of antitoxin required to neutralize it. (6) 
That the antitoxin, when used for curative purposes, must 
be injected before the union of the toxin with animal cells 
has become sufficiently firm to cause pathological and de- 
structive changes in the body cells, tissues and organs. 

Thus also clinical and bacteriological data derived from 
studies in immunity from infections due to organisms be- 
longing to the second group permit the formulating of 
certain essential prerequisites to the use of antimicrobic or 



— 168 — 

bacteriolytic sera in the treatment of sudi infectious diseases. 
These are: (i) The bacteriological cause of the disease 
must be positively identified and known. (2) The experi- 
mental injection of the bacteriolytic serum in sufficient doses 
must be successful in saving animals from death when 
injected with or immediately after a lethal dose of a living 
corresponding bacterial culture. (3) The bacterial cause 
of the disease being specific, the specificity of the bacterio- 
lytic serum follows as a natural sequence. (4) Unless the 
antibacterial serum be freshly drawn, thus securing the 
unchanged alexin present in the blood of the immune animal, 
the antimicrobic action of the bacteriolytic sera is limited by 
the insufficient amount of alexin present in the body of the 
patient. (5) The bacteriolytic sera have a quantitative rela- 
tion to the amount of bacteria which they^an destroy. Hence 
very large doses are necessary and must sometimes be re- 
peated. (6.) No curative effect can possibly occur with 
regard to pathological changes which have already been 
produced by the tecterial infection; so that the later the 
antiserum is used the less the chance of its having any cura- 
tive effect. 

Bacteriolytic sera have been brought forward for the serum 
therapy of a number of the infectious diseases. Thus an anti- 
streptococcus serum has been prepared for use in cases of 
septic infection by streptococcus pyogenes or erysipelatis. 
Ptoe has prepared an antipneumococcic serum, Calmette an 
antiplague serum, and antisera have been prepared for the 
treatment of typhoid fever, cholera, tuberculosis, anthrax, 
yellow fever, suppurations due to pyogenes aureus, and in- 
fections with the colon bacillus and the bacillus dysenteriae. 
Attempts have been made to produce antisera in almost 
every infectious disease the bacterial cause of which is 
known. It is safe to say, however, that none of these sera 
have been therapeutically effective, an occasional report of 
one or more apparently hopeless cases brilliantly cured to 
the contrary notwithstanding. These failures are probably 
due to one or more of the limitations inherent in all bacte- 
riolytic sera, especially to the impossibility of providing suf- 
ficient alexin complement, and tiie difficulty of recognizing 
most of the infectious diseases until symptoms depending 
upon gross pathological changes have occurred. The serum 
therapy is thus applied too late. Finally, even the largest 
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practicable doses of the bacteriolytic sera can destroy only 
a limited amount of bacteria, entirely insufficient to free Ae 
patient from the bacterial infection. 

Sudi automicrobic sera have, however, been prepared for 
use even in diseases the bacterial causes of which have not 
yet been identified or positively recognized, as, for in- 
stance, the antiserum prepared for the treatment of 
S3rphilis. In scarlet fever, too, notwithstanding that the bac- 
terial cause is not yet generally recognized, an antiserum has 
been prepared, and this may not be summarily dismissed 
from consideration, owing to the fact that eminent clinicians 
have ascribed to it remarkable efficacy in the treatment of 
this disease. Marmorek and Aronson bodi used an anti- 
streptococcus serum in the treatment of scarlatina. Tavel, 
and, later, Moser, prepared an antistreptococcus serum in 
which the streptococcus was taken from the blood of pa- 
tients dying of virulent scarlatina. They did not attempt 
to increase the virulence of the organism by repeated pas- 
sage through animals, claiming that such frequent passage 
through animals altered the biological character of the strep- 
tococcus, so that it was no longer identified with the species 
of streptococcus which complicated the scarlet fever. Neither 
Tavel nor Moser claims that the streptococcus is the bacte- 
riological cause of scarlet fever ; nevertheless Moser ascribes 
to the antistreptococcus serum which he has thus prepared 
brilliant curative virtues in the treatment of scarlet fever. 

Having quoted statistics showing that the death-rate was 
lower in the Riverside Hospital, New York, on classical lines 
of treatment, than in Moser's cases in the St. Anna Kinder- 
spital, Vienna, Dr. Berg went on to say : Notwithstanding, 
however, that the statistics are not convincing nor impres- 
sive in favor of the Moser treatment, we should not be 
disposed to condemn this method of treating scarlet fever 
were there other good reasons in favor of its adoption. But 
there are, unfortunately, none such. This serum violates 
the first logical essential for the production of an antiserum. 
The bacterial cause of scarlet fever is unknown, and while 
many of the complications are due to mixed infections with 
the pus organisms, surely the death rate in scarlet fever 
is not due wholly to the mixed infections. It is begging 
the questicMi to inject a serum for the prevention of compli- 
cations and leave the primary disease untreated. Indeed, 
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Moser, in his later reports, claims far more for his serum. 
He records a few temperature charts in which he shows that 
the fever curve in these few cases, twenty-four hours after 
the injection, underwent a critical drop, by which he implies, 
although he does not so state, that his serum- antagonizes or 
neutralizes the toxic or bacterial cause of the fever in scar- 
let fever ; in other words, antagonizes the bacterial cause of 
the disease. In a few cases treated in the Reception Pavilion of 
the Willard Parker Hospital in 1902 Dr. Berg did not observe 
any such effect produced on the temperature curve by the 
injection of the serum. While it is the rule for the fever 
in scarlet fever to be maintained at the maximum temper- 
ature for the given case until the eruption has covered the 
body, and then gradually to resolve by lysis, it is not at all 
rare to observe in a case that begins with a high temperature 
a critical drop before the third day, when the eruption has 
scarcely covered the body. In these cases it will generally 
be found that the abnormally high temperature was due to 
the severity of the throat manifestations, and that the sub- 
sidence of these results Jn a critical drop of the tempera- 
ture. 

Furthermore, if the labors of Buchner, Ehrlich, Morgen- 
roth and Metchnikoff are of any value, the Moser or other 
similar sera must be absolutely worthless unless such anti- 
sera are accompanied by injections of fresh non-immunized 
horse serum to supply the alexin or complement. Again, 
while Moser uses large doses of his serum, 150 to 250 cc, 
owing to the proven fact that the antisera only antagonize a 
limited amount of bacteria, yet in severe cases the bacterial 
mass must be so great that no amount of the bactericidal 
serum will antagonize it. It is true also that small quantities 
of a heterologous serum exert a phagocytic activity, yet 
large quantities of a heterologous serum, like horse serum, 
exert henolytic properties. I believe that the body of even 
our youngest patient is able to dispose of 200 cc. of a 
heterologous serum ; nevertheless, it does seem reasonable to 
believe that in such large doses of a foreign serum injected 
into our young patients, there is much that is objectionable. 
These and many other considerations prove the unscientific 
basis upon which the anti-streptococcus serum therapy of 
scarlet fever rests. 
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These are some of the limitations of serum therapy at the 
present time. Many of them will be removed by future ad- 
vances in bacteriological and biological knowledge. Let us 
not as clinicians hamper the master minds devoted to the 
solution of the intricate problems involved, and discredit the 
scientific structure which they are carefully erecting, fact on 
fact, by the empirical and premature use of such antisera in 
the treatment of disease for which there is no known scien- 
tific basis, but which, on the contrary, militate against the 
fundamental principles of immunity. 



DISCUSSION. 

No Very Recent Advances in Serum Therapy, — ^Dr, Wil- 
liam H. Park stated that it could not be said that during the 
past five or six years any great therapeutic advances had 
been made in the field under discussion. It certainly was a 
fact that in New York antistreptococcic serum was more 
commonly employed seven years ago than at present, while 
the use of antityphoid serum had in the meanwhile been 
abandoned. There did not appear to him to be any reason- 
able ground to hope for furtJier advances in the immediate 
future in the cure of disease by such means. He would, 
however, take exception to the position that we should not 
employ in any disease a senmi or antitoxin unless we knew 
precisely the bacteriological character of such disease. Still, 
he thought when we contemplated using such an agent 
under these circumstances we should approach the matter 
with the feeling that we would probably fail in accomplish- 
ing any good. In this connection he referred to the intra- 
spinal injection of such antiseptics as lysol in cerebro-spinal 
meningitis. Some physicians had at first been much encour- 
aged by the apparent success of lysol injections in certain 
cases ; yet subsequently all the patients died in cases in which 
these were employed. He could not see any ground for sup- 
posing that the Klebs-Loeffler bacillus was antagonistic to 
the diptococcus infercellularis. During the epidemic of cere- 
bro-spinal meningitis this season diphtheria antitoxin had 
been very generally tried in New York, thousands of dollars 
worth of the serum being employed, but at the present time 
there were only two hospitals in the city where it was thought 
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that this treatment had been beneficial. Personally, he be- 
lieved that it does neither good nor harm, and he certainly 
had seen no reason to conclude that it had proved of any 
value. 

No Immunity Secured Against Endotoxins. — ^Dr. James 
EwiNG thought that the reason why we could not expect 
success in the second group of diseases referred to by Dr. 
Berg was on account of the remaining endotoxins, a matter 
upon which Dr. Victor Vaughan had recently throwa much 
light. Although we might succeed in killing off the bacilli, 
rhe endotoxins were still left (in the liver, the kidneys and 
other organs), and against these there was no immunity. 
A still further difficulty in this group was the question of 
taking care of the body's own poisons. 

Diphtheria Antitoxin Should Receive a More Extended 
Trial. — ^Dr. Edward Waitzfelder sent a communication in 
which he said that his five weeks' experience with diphtheria 
antitoxin in epidemic cerebro-spinal meningitis had been 
such as to make him desire to continue its use. In the first 
half dozen cases it seemed to act almost as a specific ; but a 
more extended observation reduced his enthusiasm, though it 
did not lessen his interest. There could be no doubt that an 
improvement resulted from its employment, and that a cer- 
tain amoimt of germicidial action was obtained in the cases 
in which it was administered. Whether this result came 
about from the direct destruction of the meningococcus in 
the blood or by the inhibition of its toxin, reducing the 
amount and thus controlling S)anptoms, he would leave to 
the bacteriologists to determine. He thought the plan of 
treatment, from the results he had obtained, worthy of a 
more extended trial; for, should its usefulness be demon- 
strated, not only has a decided advance in medicine been 
made, but also the establishment of the fact that a kinship 
exists between certain of the micro-organisms and that the 
toxins of one of the group is antagonistic to all (or many) 
of that family. It seemed to him like medical heresy to 
think that the toxin from the Klebs-Loeffler bacillus would 
be potent in the destruction of the diplococcus meningitidis, 
but the harmlessness of the remedy and the results of the 
laboratory experiments of Dr. Arthur J. Wolff induced him 
to try it. The results in his cases were detailed in the Med- 
ical Record of March ii, 1905. 
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This entire matter is still in the embryonic stage; the 
question of efficacy, dosage, mode of acti<xi, etc., are all to 
be elucidated ; but one fact has established itself in his mind. 
viz. : If the antitoxin is to be given, it should be used early 
and in large amounts, as he feels certain that otherwise it 
is of little use; for organic changes take place early in the 
disease and encephalic lesions (resulting from the direct 
action of the meningococcus) are accountable for those sen- 
sory, motor and trophic symptoms which we see after the 
first few days of illness. 

For some time past he has been led to think that there is a 
closer relationship between the various germs producing the 
communicable diseases than has been recognized, and that 
the difference in their morphologfical appearance is due in 
part, if not entirely, to their environment. He does not be- 
lieve that they all belong to one family, nor, on the other 
hand, that each is entirely distinct and separate from the 
other. It is possible that there are a number of family 
groups, each having general characteristics, and that the 
change in form and mode of action is due in part to. recep- 
tivity of the patient (that is, the power of resistance). We 
have all seen good results from the administration of the 
anti-streptococcic serum in both erysipelas and chronic 
pyaemia, and the organism in each of these diseases is other 
than the streptococcus. 

In conclusion, he wished to say that he was a thorough 
believer in serum therapy, and that he thought we must look 
in that direction for our future treatment of all those dis- 
eases dependent on germ infection. 

Diphtheria Antitoxin of No Value in Cerebra-Spinal Men- 
ingitis. — ^Dr. L. Emmett Nolt said his experience with 
epidemic cerebro-spinal meningitis this year and last com- 
prised forty-nine cases, the great number of them at the 
Babies' Hospital and in patients under two years of age. 
In infants imder one year the mortality was lOO per cent. 
Of 21 such cases, i6 had died, and it seemed probable that 
in the five still under treatment the result would be the same. 
As to the use of diphtheria antitoxin, he had employed it in 
ten cases in the hospital and two outside, the amount given 
varying from 6,000 to 40,000 units in different cases and 
the administration continuing for a period of days or weeks. 
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While in no instances was there any reason to suppose that 
the injections did harm, in none had he been able to see that 
any benefit resulted. In some cases there occurred a drop 
in the temperature, but he had found that this not infre- 
quently took place whether the antitoxin were given or not 
and was simply a part of the natural course of the disease. 
The thing which had really appeared to afford relief in this 
malady was double lumbar puncture, and as a result of this 
procedure he had in a number of instances observed a reduc- 
tion in the pulse and respiration and amelioration of the 
nervous symptoms. Within the past month he had not 
used diphtheria antitoxin in any new case, though it was 
still being kept up in a few cases at the hospital in which it 
had been commenced some time ago. 

Negative Results. — Dr. Frank Grauer said that within 
the last five weeks he had employed diphtheria antitoxin in 
five cases of cerebro-spinal meningitis, but without any benefit 
whatever. All these patients he had seen early, within 12 or 
18 hours. While five cases were, of course, too small a num- 
ber upon which to base any positive conclusions, he could 
not but feel that in some of them at least there should have 
resulted a certain amount of improvement if this treatment 
was of any value. Of two cases in which the antitoxin was 
not given, but which were treated symptomatically, one had 
already recovered and the other was now well on the road 
to recovery. 

Antistreptococcic Serum Curative in Erysipelas, — Dr. 
James C. Ayer said that he had employed antistreptococcic 
serum in 48 cases of erysipelas, and the results had been 
most satisfactory. The average duration of the disease was 
reduced to six and a half days, and there was an early and 
marked diminution of the fever and other symptoms. While 
there were a few exceptions to this, as a rule the patients 
were at once rendered entirely comfortable under the treat- 
ment. 

No Proof that the Germs of Diphtheria and Cerebrospinal 
Meningitis Are Antagonistic. — ^Dr. E. Libman did not con- 
sider that Dr. North had oflfered any proof whatever that the 
microorganisms of diphtheria and cerebro-spinal meningitis 
were antagonistic. Tlie great problem we have to solve, he 
thought, was the devising of some method for preventing 
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epidemics of the latter disease, and he believed there was 
some ground for supposing that by proper attention to the 
nose and throat this might possibly be accomplished. 

The Use of Diphtheria Antitoxin Offered Merely as a Sug- 
gestion, — Dr. Wolff said that as the result of his laboratory 
observations he had been led to suggest that diphtheria anti- 
toxin might possibly be of value in cerebro-spinal meningitis. 
The enthusiastic reports which he had received from a num- 
ber of clinicians had afforded some ground to suppose that 
this might really be the case. New treatments in such very 
grave affections as this were apt, however, to be received 
with enthusiasm at first, and it might be that after all this 
method would prove a failure. Still, he thought any final 
judgment in regard to it should be suspended until a larger 
body of statistics was at our disposal. From such statistics 
as he had been able to secure, there seemed ground for be- 
lieving that this treatment did accomplish something, and 
if it should be found, on adequate trial, that even a small 
amount of benefit resulted from it in a disease which had 
baffled our best skill, this would certainly be a point gained. 

A Difference in Mortality Corresponding with the Period 
of the Epidemic, — ^I>r. Wm. H. Thomson said that in his re- 
cent service at the Roosevelt Hospital he had had 30 cases 
of epidemic, cerebro-spinal meningitis, all in adults. In the 
first series of those 30 cases no less than 14 out of 16 patients 
died, while of the remaining 14 cases only two proved fatal. 
Yet in all the 30 cases the treatment was the same. It was 
worthy of notice also that an exactly corresponding state of 
affairs was observed in his pneumonia cases. Now, what 
was the explanation of this? In both these instances there 
was an element which had not been alluded to in the present 
discussion. This was that there is a very marked difference 
in the severity of a disease at different periods, dependent on 
whether the case occurs in the height of an epidemic or dur- 
ing its decline. 
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Stated Meeting, May 8, 1905. 

Dr. C. Cole Bradley read a paper on 

TRACHOMA IN CHILDREN. 

Trachcttna in children, he said, has occupied a prominent 
place in the public eye during the past two years, and has at 
last been recognized by the Health Department as a decided 
enemy to be fought as strenuously as the other contagious 
diseases. Two years ago public attention was attracted to the 
epidemic of trachoma in the public schools. The disease 
was not truly epidemic, but for the first time it had 
been brought home to the Board of Health, by its con- 
sulting ophthalmologist. Dr. Richard H. Derby, that the 
disease existed in a large and increasing proportion in the 
school children. In 1886 the Legislature, in consequence of 
a report made by a committee of the N. Y. Academy of 
Medicine, passed a law requiring that the eyes of children be 
examined on entrance to institutions, and that cases showing 
contagious disease should be isolated. It also provided for 
a monthly examination of the eyes of all the children in in- 
stitutions. This was productive of great and positive im- 
provement in the condition of the institutions and their in- 
mates during the ten years following; but two years ago 
Dr. Derby pointed out that 60 per cent, of the cases entering 
the institutions came direct from the public schools, where 
no recognizance of the disease was taken. It is now a matter 
of history how ably the New York City Health Department 
met the situation. Hospitals were established for the treat- 
ment, operative and local, of the affected children, and a 
careful system of public school inspection by competent in- 
spectors was formulated. Children showing the disease in 
an actively contagious form were excluded from school until 
cured, and milder cases were required to show evidence of 
regular medical treatment. It is interesting to note how the 
treatment by the Board of Health of the sdiool children, has 
lessened the proportion of affected children entering the 
charitable institutions. Thus, at the Catholic Protectory, 
while in 1902 the percentage of trachoma in the male de- 
partment was 15.9, in 1904 it was only 9.2. 
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The disease may be defined as an inflammation of the con- 
junctiva due to a specific organism (not, however, yet demon- 
strated), characterized by a development of hypertrophied 
areas, and followed by the formation of cicatricial tissue with 
its consequent contraction. Trachoma is spread by being 
carried directly from one person to another. In school the 
double desk, the loaning of pads and pencils, the roller towel, 
etc., are familiar methods of extension. It is not believed 
that infection takes place through the air as a carrier. The 
infectious quality of the disease varies with the amount of 
secretion. In New York the male sex is more subject to it 
than the female. In the acute form the symptoms are very 
similar to those of purulent ophthalmia, though the chemosis 
of the ocular conjunctiva is rarely sufficient in extent to en- 
danger the nutrition of the cornea. Often in the early stage 
of an acute trachoma one can see the characteristic granules 
in the conjunctiva, while later, when the acute symptoms 
have subsided, they can be readily demonstrated, particularly 
in the cul-de-sacs. There they appear as opaque granules 
beneath the surface of the conjunctiva, sometimes discrete 
and prominent, and sometimes forming confluent masses of 
a gelatinous appearance. Later, if unchecked, there is con- 
traction of the upper lids, followed by the slow formation of 
cicatricial tissue, with its consequent contraction. Often 
accompanying this condition is seen the vascularization of 
the cornea (pannus), with its diminution or possible destruc- 
tion of vision. Iritis occasionally occurs, while entropion, 
trichiasis, and xerosis of the conjunctiva may follow in severe 
cases. 

The form seen daily in the children of New York is the 
soft follicular trachoma, and here appears the difficulty of 
diagnosing between follicular conjunctivitis and trachoma. 
Some have claimed that the school children were suffering 
from an epidemic of follicular conjunctivitis, rather than 
from trachoina, and have intimated that the vigorous efforts of 
the Health Department were rather far-fetched and possibly 
unnecessary. Dr. Bradley regards as follicular conjunctivis 
those cases in which the follicles are limited to the lower lids, 
and as trachoma those in which the follicles appear on the 
upper lids, even though there be no deep infiltration of the 
conjunctival tissue. Cases which respond to mild astringents 
in a short time, or to fresh air, better food, and relief from 
errors of refraction are cases of follicular conjunctivitis. 
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Where there is a doubt, it is safer to separate and isolate ; 
later the hypertrophy and consequent shrinking of the con- 
junctiva will surely appear if the case is one of true trachoma. 
The determination of the pathogenic microbe alone will fur- 
nish us with the elements for a scientific and positive diagno- 
sis. The course of the disease is very slow, and even under 
the best treatment will last for months. 

The treatment of the acute form is practically that of puru- 
lent ophthalmia ; ice compressors and the use of solutions of 
mercuric chloride, formaldehyde, argyrol, etc. For the forms 
other than the distinctively acute, treatment by local astrin- 
gents or by means of operation is practised. As an astringent 
Dr. Bradley prefers the old 2 per cent, silver nitrate solution. 
Argyrol he has found to have little effect upon the trachoma- 
tous process itself, though it is very useful in checking ex- 
cessive purulent discharge and after operation. The long- 
continued use of copper sulphate, or blue-stone, he believes 
to be injurious, causing cicatrization. Copper citrate does 
not appear to be open to this objection. Of all remedies, he 
has found bichloride of mercury the best. The operative 
methods are mainly scarification and brossage, the excision 
of the cul-de-sac, and expression. Expression is much the 
most generally useful, and he has performed it over 600 times 
under the local use of cocaine. Even the 20 per cent, solution 
of cocaine does not produce complete anaesthesia, and he mas- 
sages the powdered drug into the exposed conjunctiva of the 
lids by means of a small cataract spoon ; two grains sufficing 
for both eyes. After the follicles are thoroughly emptied by 
expression with forceps the surface of the lids is gone over 
with the sharp curette, shreds of denuded membrane are 
removed, and individual follicles which failed to rupture 
picked out. During and after the operation the cornea is 
carefully cleansed of deposit, and the lids are flushed with a 
solution of formaldehyde (1-200). Borated vaselin is then 
placed between the lids and a compress moistened with the 
formaldehyde solution bandaged over them. It is quite pos- 
sible to discharge cases in which the follicles have been plenti- 
ful within two weeks, while under ordinary local treatment 
three to four months would be necessary to effect a cure. 
The points which Dr. Bradley desired to emphasize were the 
following: (i) The general use of copper sulphate is not 
altogether harmless. (2) The use of i per cent of mercuric 
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chloride is harmless, and is equally as good in its curarive 
results as copper sulphate. (3) Copper citrate is apparently 
harmless, and devoid of the objectionable features of copper 
sulphate. (4) General anaesthesia is unnecessary in the op- 
eration of expression. Cocaine hydrochlorate in solid form 
answers every requirement and obviates the necessity ot a 
hurried operation, with its frequent extensive laceration of 
lid tissue. 

Dr. John E. Weeks read a paper on 
ECZEMATOUS AFFECTIONS OF IHE EYES IN 
CHILDREN. 

The form, he said, is "moist" eczema, and it aifects the 
eyelids, the conjunctivae, and the cornea. Eczema of the lids 
is in many cases associated with eczema of the ears, scalp 
and face (particularly about the external nares), and ac- 
companied by an eczematous affection of the nasal mucous 
membrane. It is characterized by the formation of minute 
elevations which develop on hyperaemic bases. These ele- 
vations may be numerous and closely crowded together, so 
that when the epithelial covering is lost a relatively large, 
moist area results, or they may be discrete and compara- 
tively few in number, resulting in small, isolated inflamma- 
tory areas with relatively little secretion. Recurrences are 
the rule. Eczema of the conjunctiva and cornea is often 
called phlyctenular disease of these parts. The develop- 
ment of the nodule is similar to that in eczema of the lid, 
and the course of the affection is the same (in the early 
stage a translucent elevation, the contents of which soon 
become turbid, then the loss of the epithelial covering, with 
escape of the contents; a superficial ulcer resulting). Eczema 
in these parts occasionally occurs primarily. In general 
it may be said that eczema of the eye is found most fre- 
quently in children whose hygienic surroundings are poor 
and in those who have been permitted to eat indiscrimin- 
ately. 

A favorable condition of the system is necessary for the 
development of the disease. This is brought about in part, 
undoubtedly, by an hereditary peculiarity of the tissues, in 
part by unfavorable dietary conditions, and in part by un- 
hygienic environment. The exciting cause appears to be 
the staphylococcus pyogenes aureus, which, by the excitation 
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which its development occasions, produces the elevations 
peculiar to the early stage of eczema. In the subjects of 
eczema of the eyes there is almost invariably enlargement 
of the pre-auricular glands, and often of the cervical and 
submaxillary, and, indeed, of the lymphatic glands through- 
out the body. As a rule there is more or less anaemia and 
the tissues are flabby; the cachectic condition being appar- 
ently due to the absorption of ptomaines. The symptoms ot 
eczema of the lids are those of irritation occasioned by the 
development of the nodules and denuded areas. An attempt 
at relief is made by scratching the lids, and the disturbance 
of the epithelium of the skin, to which the contents of the 
vesicles are carried by the finger nails of the child, contrib- 
utes further areas of infection. The skin is moist and 
sticky, reddened, and slightly thickened. The eyelashes 
are often matted together by the secretion, which not only 
covers the denuded areas, and may form thick crusts, but 
also flows over the adjacent healthy surface. In eczema of 
the conjunctiva the ocular conjunctiva is almost invariably 
affected, and the conjunctiva at the margin of the cornea is 
most frequently involved. The conjunctiva is injected, the 
blood-vessels, as a rule, forming an irregular pyramid with 
the nodule or nodules at the apex. Notwithstanding some 
irritation, there is little photophobia. In eczema of the cor- 
nea the nodules may be single or multiple, and they usu- 
ally develop in connection with eczematous nodules on the 
ocular conjunctiva. When they are connected with the 
conjunctiva by a lash of vessels the condition is known as 
fascicular keratitis. Disturbance of the corneal epithelium 
occasions marked irritation because of the effect on the ter- 
minal sensory nerve fibres. There is profuse lachrymation, a 
muco-purulent discharge, and very pronounced photopho- 
bia. The ulcer, though as a rule superficial, involves some 
of the true tissue of the cornea, and may extend relatively 
deeply into it. Healing always leaves a scar, more or less 
pronounced, and repeated occurrences of the affection may 
cause almost the entire cornea to be involved at one time 
or another; though the deeper structures of the eye are 
seldom involved in this process. The vision may be much 
reduced, the amount of the reduction depending upon the 
number of nodules, the depth of the subsequent ulceration, 
and the area involved. 



— 182 — 

The treatment is both constitutional and local. The diet 
should be corrected and the environment improved, if pos- 
sible. Small, frequently repeated doses of calomel, con- 
tinued for from two to four weeks, often produce excellent 
results. In eczema of the lids the crusts should be removed 
by bland alkaline solutions and a protective ointment, which 
may consist of the yellow oxide of mercury (ij4 to 2 per 
cent.) and vaselin, applied twice daily. Many cases do 
well if calomel, in thin layers, is dusted on the affected area 
after the crusts have been removed and the surface gently 
dried. Calomel is also an excellent remedy for eczema of 
the conjunctiva and cornea, provided the iodides are not 
being taken internally. It is often advantageous to cleanse 
the eye two or three times daily by means of a sterile solu- 
tion of boric acid, after which the yellow oxide of mercury 
ointment (strength of i per cent.) may be employed. If the 
iris becomes involved, atropine in the strength of i per 
cent, may be instilled sufficiently often to keep the pupil 
dilated. 

DISCUSSION. 

Dr. Francis Valk was inclined to doubt whether true 
trachoma is ever entirely cured. He believed that school 
trachoma is a follicular conjimctivitis. In his clinical work 
he was accustomed to meet with two forms of disease. The 
first was rather a benign aifection which very seldom was 
found invading the ocular part of the eye. The second was 
the true granular disease of the conjunctiva, so intractable 
as to be practically incurable. This pernicious form fre- 
quently leads to pannus, entropion and other serious condi- 
tions. It was his practice to operate invariably under gen- 
eral anaesthesia (ether), and he believed this decidedly pref- 
erable to any form of local anaesthesia. In the after-treatment 
he never closed the eye, and to this practice he attributed the 
fact that he never had any adhesions of the lids. He was 
accustomed to employ a special silver nitrate solution which 
seemed to have a remarkably good effect in conjunctiva. It 
consists of five grains of the nitrate to tihe ounce, with one- 
fourth part of 3ie fluid composed of sweet spirit of nitre. 
He was a firm believer in the intelligent use of blue-stone, 
and it was his practice to make daily applications of it in 
his cases. 
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Dr. Richard Kalish said that all hospital men found that 
they must distinguish between institutional and private cases. 
The great excitement over trachoma in the public mind 
was due to the fact that until recently the term trachoma 
was made to include all kinds of eye disease. Investigation 
had shown that less than ii per cent, of cases of Egyptian 
ophthalmia were instances of trachoma, and that this affec- 
tion really had very little to do with the blindness in Egypt. 
As to the commtinicability of trachoma, he very early in his 
practice gave up the idea that the disease is contagious. The 
consensus of opinion, he believed, was now to the effect 
that it was not simply a local affection, but the manifesta- 
tion of a constitutional diathesis. As to points of difference 
between follicular conjunctivitis and trachoma, the former 
attacked the lower cul-de-sac, it was discrete, and its lesion 
was found on the conjunctiva. In trachoma, on the other 
hand, the upper cul-de-sac was attacked, the affection was 
not discrete, and the lesion was beneath the conjunctiva. 
The Board of Health, he thought, was culpable for taking 
the course which it had in regard to a disease which no one 
declared to be distinctly contagious. 

Dr. Alexander Duane said that in eczematous keratitis 
he was accustomed to dust in calomel and make frequent 
applications of boric acid solutions. This treatment gen- 
erally carried the patient satisfactorily through the acute 
stage. If there was much photophobia he used atropine, 
and therefore had no occasion to employ cocaine. Later 
on, when the active symptoms began to subside, he applied 
yellow oxide of mercury ointment (i per cent.) once a 
day. This was of service also in the frequently associated 
eczema of the lids, nose and cheeks, after first cleansing 
the parts very thoroughly with soap and water. In bad 
cases, where there were confluent ulcers of the cornea, he 
used iodine (preferably lo per cent., with vasogen). In 
the general treatment he gave calomel in the same way as 
Dr. Weeks, and somtimes the hypophosphites or syrup of 
iodide of iron, the latter never being used when calomel was 
being dusted into the eye. The dietetic and hygienic treat- 
ment he considered very important. As a prophylactic meas- 
ure it was advisable to keep the nails trimmed short. 
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Dr. John C. Lester thought Dr. Bradley's point as to 
location was well taken. When the upper lid was attacked 
he believed the disease to be trachoma. He agreed with 
Dr. Valk that we do not handle trachoma successfully. He 
had heard one c^hthalmic surgeon say : "I operate on both 
forms of disease. If the patient gets well I consider the 
case one of follicular conjunctivitis; if he don't, one of 
trachoma." Still, he believed that in recent cases of tra- 
choma, if the conditions were favorable, the patient could 
be cured by the expression treatment (squeezing out all the 
follicles), and the use of bichloride (i to 500), followed by 
argyrol. 

Dr. Silas F. Hallock said he had never tried the use 
of cocaine in powder. Like Dr. Bradley, he had found 
cocaine solution an unsatisfactory anaesthetic. In his hands 
glycerite of tannin in solution had proved of very good ser- 
vice in follicular conjunctivitis. In true trachoma this was 
not sufficient, and he generally applied blue-stone. If the 
upper cul-de-sac were full, he employed expression under 
ether, and he thought it very important that this should be 
complete, squeezing out all the bodies. He had not found 
bichloride solution as satisfactory an application as blue 
stone. 

Dr. Charles W. Stevens said that in studying the eti- 
ology of trachoma it was interesting to find that certain 
races seemed to be immune. The determining element, as 
regards liability to the disease, was the conformation of the 
cranium, and trachoma was common among all races hav- 
ing the meso-cephalic type of skull. Anaphoria was almost 
invariably associated with the disease. 

Dr. H. Davison Saril said that as a matter of fact tra- 
choma was increasing rather than decreasing. He believed 
that it might affect both the upper and the lower lid. It 
was yet a question sub judice whether follicular conjunc- 
tivitis is trachoma or not. He made use of expression in 
all cases, generally employing ether in the case of children 
and cocaine in adults. Some years ago he had devised a 
trachoma forceps, which he had presented before this Asso- 
ciation. It was his opinion that trachoma is intensely con- 
tagious, but he did not think iv incurable. He regarded 
copper sulphate as pernicious. 
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Dr. Bradley, in closing the discussion, said he would 
like those present to try the use of cocaine in powder. Under 
an efficient local anaesthetic he believed the results were bet- 
ter than where ether was given. There was apt to be far 
less traumatism, and the patients recovered more quickly. 



Dr. Charles G. Kerley read a paper on the 

SYMPTOMATOLOGY OF ACUTE OTITIS IN CHIL- 
DREN. 

Acute otitis in the young, he said, is probably more fre- 
quently overlooked by the practitioner than any other dis- 
ease of children. This is because of its indefinite manifesta- 
tions and of faulty teaching as to the symptomatology. The 
symptoms mentioned in the books are dependent almost ex- 
clusively upon evidences of pain. In his 72 cases one symp- 
tom, and one symptom only, was present in all, namely, an 
elevation of temperature. Every child had fever. In three 
cases the otitis was apparently primary. In 58 it was asso- 
ciated with grippe, and in the remainder with scarlet fever, 
measles, German measles, or catarrhal colds. In the cases 
(a majority) in which the otitis followed, but was not imme- 
diately associated with, one of these diseases, there was 
no special characteristic as regards the temperature range. 
With but few exceptions the otitis developed during the 
convalescence from an acute process elsewhere, and the ear 
involvement was suspected because of a persistent elevation 
of the temperature, for which no other cause could be dis- 
covered. The most interesting feature in the series was the 
absence of pain or localized signs by manipulation in 50 
of the cases, or 69 per cent. Among those included in the 
pain group, 22 in number, were some in which there was 
no sign of pain, as we ordinarily expect to find it, but who 
were very restless, slept poorly, or evidenced considerable 
discomfort. From the relief which followed incision of the 
drum membrane after the discovery of the ear trouble, it 
was fair to assume that the source of the discomfort rested 
in the ear. The lesson to be learned from these T^ cases 
was that no examination of a sick child is complete without 
a thorough examination of the middle ear. 
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Dr, Arthur B. Duel read a paper entitled 

OPERATIVE INTERFERENCE IN DISEASES OF 

THE EAR IN CHILDREN: ITS LIMITATIONS. 

It was his object, he said, to critically consider the views 
of some otolc^sts on the operative treatment, in general, 
of infants* ears, rather than to take up seriatim the treat- 
ment of acute and chronic catarrhal and suppurative otitis 
and their complications. The writer of a recent paper on 
the operative treatment of aural diseases in childhood re- 
marks that "this does not differ materially from similar con- 
ditions in older patients." To this view Dr. Duel said he 
must take unqualified exception. From a diagnostic stand- 
point one is dealing, in the case of an infant, with a lesion 
which is situated in a position having entirely different 
anatomical relations. There is one large, bony cell, the 
tympanum, connected by a wide passage, the aditus, with 
another bony cell, the antrum, lying, at this age, directly 
under the cortex, behind and above the tympanum ; a posi- 
tion favorable for drainage. Dehiscences may exist in the 
tympanic and aural roofs, and one is certain to be present, 
namely, the Rivinian Segment, which is so patent that pus, 
under pressure, often escapes to form a post-auricular ab- 
scess before the drum is ruptured (an almost certain and 
usually early diagnostic sign in cases under two years of 
age) . In the majority of instances the lateral sinus is rela- 
tively far removed from these cavities, except at the jugular 
bulb, where only the thin floor of the t)nm.panum separates 
it. The drum lies almost horizontally, and can be seen only 
imperfectly through a canal the walls of which lie nearly 
together. Then, too, there is a relatively richer lyniphatic 
system, giving greater absorptive power in an individual 
of much less resistance. As a result, marked reactions of 
temperature and pulse take place in the infant from condi- 
tions which produce none at all, or only slight reactions, 
in the adult. In the case of infants one has to go entirely 
on objective symptoms, and in the young child, peevish from 
pain or fear, statements regarding tenderness must be dis- 
counted. On the other hand, in the adult, while there are 
a tympanum, aditus and antrum, in position for perfect 
drainage as in the infant, there exists, in addition, a system 
of communicating cells, leading on from the antrum, which. 
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when infected, cannot possibly drain through the tympanum. 
The tympanum, instead of being directly under the cortex, 
lies much deeper. Large cells surround the sinus, and are 
in a position unfavorable for drainage; so that, when in- 
fected, extension to the vein is much more liable to occur. 
Another condition obtains which undoubtedly wholly alters 
the analogy between acute or chronic otitis in children and 
in adults, namely, adenoid vegetations in the vault of the 
pharynx; present in die majority of cases of suppurative 
otitis in infants and children, and absent in the majority 
of such cases in adults. 

Bearing in mdnd, then, these marked differences in ana- 
tomical relations and symptoms, both objective and sub- 
jective, it will be more readily understood why some are 
inclined to take a conservative view concerning the more 
extensive operations about the ear in young diildren, in the 
absence of conditions rendering them imperative. It seemed 
to him that rules for operative interference in the extensions 
of suppurative otitis which do not carefully take into account 
the general condition of the infant are very inadequate for 
the guidance of either the general practitioner or the special- 
ist. If the ear alone were being considered, one might be 
inclined to subscribe more readily to the statement that 
"in all cases of middle ear inflammation in childhood where 
free myringotomy does not relieve pain and temperature 
at the end of a few days, the mastoid should be opened and 
the typical mastoid operation done, even upon no other 
indications than pain and temperature, and in young chil- 
dren considerable temperature elevation alone is sufficient 
indication," and that **in dealing with mastoid involvement 
in children it is wiser to operate at an earlier period in 
childhood than in adult life." Considering the fact, how- 
ever, that otitis is seldom present in infants or small chil- 
dren except when complicated by adenoid vegetations in 
the nasopharynx, and usually hypertrophied faucial tonsils 
as well, and that it is the frequent accompaniment of the 
acute exanthemata, diphtheria, whooping-cough, grippe, 
broncho- or lobar pneumonia, tuberculosis, marasmus, gas- 
tro-enteritis, etc., it can be readily seen that the cases in 
which temperature alone could be looked upon as a sufficient 
cause for the mastoid operation are extremely rare. One 
should be cautious, too, in attributing to sinus involvement 



— 188 — 

great vacillations in temperature in the presence of broncho- 
and lobar pneumonia, malaria, or tuberculosis, and should 
constantly bear in mind the susceptibility of infants to in- 
fection, as well as the readiness with which such absorption 
can occur, on account of the relative wealth of lymphatics 
which they possess. 

The plan which he would advocate in the treatment of 
acute suppurations in the middle ear in infants and children, 
Dr. Duel said, would be much more discriminating as to 
age and general condition. In every case he would insist 
upon a very free incision of the drum membrane at the 
earliest moment, in order to insure the best drainage ob- 
tainable from the tympanum. This can generally be mate- 
rially helped by the use of gauze wicks running from' the 
incision to a pad of gauze over the auricle, augmented by 
careful syringing at the time the pad is changed, once or 
twice daily. Whether or not an anaesthetic should be given 
depends very much on the condition of the child. Where 
adenoids are present he has become convinced that they 
should be removed at the time of the paracentesis, provided 
the child is fairly vigorous and is not suffering from serious 
concomitant disease. Where such a condition is present it 
should be borne in mind that the adenoids may be the pos- 
sible cause of a continued discharge, and in the interest of 
the future function of the ears they should be removed as 
early as the general condition of the patient will permit. 
In regard to the indications for the mastoid operation, he 
would divide them into the ages at which there is only a 
mastoid antrum and those where the network of cells in the 
mastoid process has begun to develop, i. e., up to two years 
of age in the first instance, and beyond that age in the 
second. 

He believes that in every instance where there is suppura- 
tive otitis media the antrum is involved. As already pointed 
out, the position is favorable to drainage in infants, and an 
early free myringotomy is likely to relieve it if drainage is 
maintained. Whenever pus gets under pressure in these 
cases, the Rivinian Segment being likely to be the most patent 
dehiscence existing, a post-auricular sub-periosteal abscess is 
almost certain to develop early. He would not operate in an 
infant of this age, then, where subjective signs were the only 
ones to go on, except on the appearance of a post-auricular 
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sub-peritoneal abscess, unless symptoms of alarming charac- 
ter, suggesting the involvement of the sinus or meninges, ap- 
peared. Even then he would bear in mind the fact that cases 
of pneumonia and cerebro-spinal meningitis have been op- 
erated for serious ear complications, and operate only when, 
after due deliberation, he had eliminated the possibility of 
some concomitant disease. At this age the post-auricular ab- 
scess almost invariably appears, without perforation of the 
cortex, before these other complications, and he is convinced 
that the operation in itself is exceedingly hazardous in chil- 
dren of that age, on account of their poor resistance. 

In older children, however, where the conditions are more 
favorable, he would be inclined to operate earlier, unless the 
patient were greatly reduced by concomitant disease. Up to 
five years of age the sub-peritoneal abscess often occurs early 
in the involvement of the mastoid, while after five it seldom 
occurs early. Fortunately, as the child grows older, more 
and more reliance may be placed on the symptoms of pain 
and tenderness, and if these continue in spite of efficient 
drainage, and the removal of adenoids in vigorous subjects, 
the martoid operation is advisable. In these older children 
another consideration presents itself, namely, the future 
function, and, with this borne in mind, a continued profuse 
discharge may be sufficient to induce the mastoid operation, 
provided that the child is robust and that carefully maintained 
drainage and the removal of hypertrophied tonsils and ade- 
noids have not been sufficient. Naturally, such a position 
would not be tenable where the general condition is such as 
to render an operation very hazardous to life. When un- 
doubted symptoms of intra-cranial complications appear, the 
appropriate operation for their relief must be attempted. 
Other things being equal, the prognosis will be more favor- 
able as the age of the child increases. In the treatment of 
chronic suppurative cases every eflfort should be made, by the 
removal of hypertrophied tonsils and adenoids, and by secur- 
ing free drainage for a long time, to cure the case. Failing 
to stop the discharge, Dr. Duel said he would even then be 
very cautious about advising the radical operation for its 
relief (except in the presence of very urgent symptoms), 
unless he had proved by previous treatment that the patient 
would submit without too vigorous opposition to the tedious 
after-treatment. 
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Dr. James F. McKernon agreed with the authors of the 
papers as to the importance of elevation of temperature. 
In many cases it was the only symptom of any significance. 
In very young children, however, there was sometimes ex- 
treme restlessness. If in any case inspection showed that 
more pus was being formed than the middle ear could con- 
tain, implication of the mastoid was to be inferred. In cases 
of sub-periosteal abscess he would operate. He agreed with 
Dr. Duel in regard to the removal of adenoids. 

Dr. Herman Jarecky spoke of the value of ethyl chloride 
as a general anaesthetic. It was followed by no after-effects, 
and he believed it to be entirely safe. It should always be 
administered with a mask. On account of the rapidity with 
which pus forms in children, he thought an early incision of 
the drum-membrane very important, and said that in any 
case where there was doubt about* suppuration he would 
make the incision. He did not, however, regard with favor 
the removal of adenoids at the time of the paracentesis. 

Dr. John B. Rae did not think acute otitis could be 
present without pain, and said that in young children the 
inability to sleep was no doubt an indication of suffering. 
He believed that children free from adenoids in the naso- 
phar3mx were less liable to have otitis than those troubled 
with them, and whenever they were present he would ad- 
vise their removal as a prophylactic measure. 

Dr. Philip D. Kerrison said that at the Willard Parker 
Hospital he had seen a few cases of acute otitis in which 
there was no temperature. In answer to a question from 
Dr. Kerley he stated that he could not say what the precise 
infection was in these children. In the vast majority of 
instances there was a high temperature. In infants and 
young children he thought the indications for operative in- 
terference very different from those in the case of adults. 
No dogmatic rules for operating could, however, be laid 
down. He agreed with Dr. Duel as to the removal of ade- 
noids. The cases of chronic suppurative otitis commonly 
originated in childhood. 

Dr. Duel said that in sub-periosteal abscess in a child un- 
der two years of age he would never operate except in the 
most imperative circumstances. 
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Stated Meeting, June 12, 1905. 

DISCUSSION ON THE TREATMENT OF HYPER- 
TROPHY OF THE PROSTATE. 

The discussion was opened by Dr. Lewis Stephen Pil- 
CHER with a paper on 

THE RADICAL RELIEF OF URINARY OBSTRUC- 
TION DUE TO PROSTATE HYPERTROPHY. 

The question of the hour in this condition, he said, was 
not catheterism, nor electro-caustic incision, but absolute 
complete removal of the obstructing masses. In 1851 Dr. 
S. D. Gross had expressed the opinion that the idea of 
total extirpation was too absurd to be seriously enter- 
tained; yet since the year 1890 this operation had been 
done in thousands of instances, and the accumulated ex- 
perience of these cases had demonstrated the following 
facts: (i) That the removal of the whole or the greater 
part of an enlarged prostate is a feasible and reasonably 
safe procedure. (2) That, with rare exceptions, complete 
healing of the operative wounds takes place, without per- 
manent fistula or stricture. (3) That in the majority of 
cases normal power to retain and to void urine is re- 
gained. (4) That these results have followed different 
methods of operative technique. (5) That the degenera- 
tions incident to advanced years and the presence of pre- 
existing disease of the urinary tract, as well as the ex- 
haustion resulting from long suffering, loss of sleep, and 
the absorption of septic products, previous to operation, 
add in many instances a special gravity to operative in- 
terference in such cases, and entail a certain hazard of 
mortality even in the hands of the most experienced, 
whatever the special method employed. This mortality 
may at present be estimated at from 5 to 10 per cent. 
(6) That, as the result of the special conditions presented 
by particular cases, certain disabilities, more or less pro- 
nounced and continued, are not infrequent accompani- 
ments or sequelae of these operations. These, in the or- 
der of their frequency, are (a) sexual impotence, (b) epi- 
didymitis and orchitis, (c) partial urinary incontinence, 
(d) fistulae. 
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Nevertheless, even with these drawbacks, the fulfil- 
ment of the supreme indication, namely, the removal of 
the urinary obstruction, suffices to obscure the presence 
of lesser evils. In the great majority of cases subjected 
to total prostatectomy the ability to empty the bladder 
spontaneously has been restored and permanently main- 
tained, while the quality of the urine has become fairly 
normal. Coincidentally, the general health has greatly 
improved. In a very large proportion of the remaining 
cases a marked lessening of the obstructive symptoms 
has resulted, the intensity of the cystitis has diminished, 
the frequency with which a catheter is required has been 
lessened, and the facility of its introduction has been in- 
creased. 

The Choice of Method. — The choice of method must de- 
pend upon a full comprehension and weighing of the na- 
ture of the prostate and the readiness with which it yields 
to operative attack, of the anatomical relations which en- 
viron it and make it more or less accessible, and of the 
necessities for after-treatment, whereby post-operative 
dangers may be guarded against and ultimate perfection 
of cure may be secured. At the present time three meth- 
ods present themselves: (i) Through the bladder by 
means of a suprapubic section ; (2) by the perineum, 
through a limited longitudinal median incision carried 
into the capsule of the prostate. In both of these enu- 
cleation of prostatic masses is effected by finger-tip dis- 
section unaided by sight. (3) By the perineum through 
a free transversely curved incision, through which the 
prostate is fully exposed, followed by systematic incision 
into the substance, and subsequent enucleations largely un- 
der the guidance of the eye. In the first two methods 
the amount of time required in favorable cases is dis- 
tinctly less, and it is conceivable that in some instances 
this indication of quickness of execution may determine 
the choice. Cases characterized by massive gland hyper- 
trophy are the most favorable for the transvesical method; 
those in which the hyhertrophy is moderate, for one of the 
perineal methods. Those in which there is a marked fibrotic 
element always require for their satisfactory management 
recourse to the most open method of attack possible. Cases 
with massive intravesical growth in which the use of a gen- 
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e?ral ans^thetic is contra-indicted, but in which operaticm may 
still be justifiable under spinal cocainization, may be better 
attacked through the bladder, A hard fibrotic prostate 
should not be subjected to any form of prostatectomy under 
such ccmditions. The variety of the hypertrophy present 
should always be taken into consideration. The prostate 
is complex in its structure, and it is more correct to speak of 
it as the prostatic body, rather than as the prostatic gland. 
We have glandular, muscular or fibrous hypertrophy pre- 
dominating, and according to the ease or difficulty with 
which enucleation from the capsule can be accomplished, 
this, that or the other procedure should be selected. 

Dr. Pilcher is of the opinion that, as a rule, for the best 
fulfilment of all the operative indications, there is necessary 
the free exposure of the gland by suitable perineal incision ; 
the exposed gland should be brought down as much as pos- 
sible into the superficial operative field by the use of appro- 
priate tractors, and the removal of the obstructing masses 
should be carefully and systematically effected under the 
guidance of the eye as much as possible. 

Technique of the Pilcher Perineal Operation, — ^He then 
proceeded to give the technique of the operation as he was 
accustomed to perform it. The successive steps, which were 
illustrated by a series of large photographs taken during 
the operation, were as follows: (i) Placing the patient 
in position; (2) the primary incision, transversely curved; 
(3) division of the recto-urethral muscle; (4) exposure of 
the prostate; (4) downward traction of the prostate, by 
means of Young's tractor; (6) enucleation of the hyper- 
tropied masses; (7) insertion of bladder-drain and closure 
of the wound. Dr. Pilcher has employed this procedure 
in 28 out of the 30 operations which he has done since Sep- 
tember, 1902. In one of the other two a restricted median 
perineal section was made, and the enucleation conducted 
by the sense of touch alone. In the other the suprapubic 
transvesical method was employed. Four of his patients 
died as the result of the operation. 

Perineal Prostatectomy by the Syms Method. 
Dr. Parker Syms made some remarks on Perineal Pros- 
tatectomy in which he described a technique original with 
himself. He said that the treatment of prostatic hypertrophy 



had ceased to be a question of palliation. Radical proced^ 
ures were now acknowledged to be the only rational m^ans 
of relief, and the removal of the masses causing obstnic* 
tion, if not the entire gland, was called for. In his opinion 
the perineal operation was the proper one in all cases. It 
was safer than others, and involved less danger to the pa- 
tient. It was important to abbreviate the operative technique 
as much and to cause as little loss of blood as possible. There^ 
fore he advocated the median incision. He believed it gky.t 
all the exposure that was obtainable in that region, on ac« 
count of the anatcmiical relations of the parts, and if the 
rectum was to be left intact, the field of operation must ne- 
cessarily be limited in the great majority of cases. He then 
proceeded to explain his special technique, illustrating his 
remarks by means of diagrams. The patient is placed in 
the exaggerated lithotomy position, a lithotomy staff is 
passed into the bladder, the membraneous urethra is opened 
on the staff, and the entire incision ccmsists in one straight 
cut in the median line. Exposure of the prostatic sheath, 
not the prostatic capsule, is accomplished by simply pushing 
away the soft parts, including the rectum. The finger is 
then introduced into the prostatic urethra, dilating it, and 
afterwards, the Syms tractor. This consists of a rubber bag 
at the end of a rubber stem, into which a stilette is passed. 
It enters the bladder very readily, after which it is dilated 
with a definite quantity of water; thus making elastic prea* 
sure from within the bladder. One special advantage of this 
tractor is that it serves to check the oozing after one lobe of 
the prostate has been enucleated and the surgeon is working 
on the remaining portion of the gland. The enucleation is 
accomplished without the aid of the sight. The entire opera'^ 
tion, including enucleation, the treatment of the bladder, and 
the packing of the woimd, can be completed within fifteen or 
twenty minutes. The iodiform gauge packing is removed 
after 24 hours, the drainage-tube after 48, and the patients, 
who sometimes get up in 48 hours, are not confined to bed 
for more than four days. As in all open operaticxis, th<t 
healing is rather slow, but this is completed in from five to 
eight weeks. Sounds are used often in operation. 

Dr. Sims said he believed that this was the simplest opera- 
tion in use to-day, with perhaps the exception of that of 
Goodfellow of San Francisco, who used no tractor whatevef, 



and whose operation was practically the one proposed by 
Gouley in 1874. As to results, 4 cases died in about 60 
operated on. The condition of the patients who recovered 
was in the main very satisfactory. All such patients were, 
of course, liable to a recurrence of cystitis unless great care 
was employed. Dr. Young had laid great stress on the 
preservation of the sexual function, and with a view to this 
he operated in such a way as to leave a bridge of tissue 
(which was nothing but a piece of fascia) for the protection 
of the ejaculatory ducts. His own impression was that in a 
certain proportion of cases the sextual function would inev- 
itably be lost. On the other hand, some patients, who had 
lost the function previously, had regained it after operation. 
The majority were left impotent, or, at least, sterile. 

While Dr. Pucker's Method is an Ideal One, Other Pro- 
cedures are Called for in Exceptional Instances, — Dr. Carl 
Beck considered Dr. Pilcher's an ideal method. At the 
same time, he did not think other procedures were to be 
altogether excluded. As a general surgeon, he was not 
inclined to look with special favor upon the Bottini opera- 
tion; yet there were certain cases in which he believed it 
was preferable to this ideal method. Success was some- 
times a matter of personal technical skill, so that some sur- 
geons would get the best results with one method and others 
with another. For himself, he did not think that he could 
do a Bottini operation as skilfully as some others. He had 
done all these operations, including castration, which had 
now been practically abandoned, and with a fair amount 
of success. The operation of ligation of the iliac arteries, 
however, he had never performed. To sum up, he would 
say that in all cases where the condition of the patient per-^ 
mitted he would do the Pitcher operation. In exceptional 
instances he would think it best to resort to the Bottini oper- 
aticm, castration or other procedure. 

OperoHon Preferable to Catheterisation.-^Dj^ Willy 
Meyer said that a good many surgeons advised the use of 
the catheter as soon as there was residual urine. This he 
believed was a mistake, as he thought operation should be 
advised instead. In the end operation was safer than ca- 
theteri»ttion. In exceptional instances the latter might be 
permitted, but the average patient could not safely be in- 
stmcted in the use of the catheter. 
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Experience with Different Operations. — In 1897 he began 
performing the Bottini operation, and with a view to con- 
clusively determining its merits he decided to continue using 
it for five years. Between 1897 and 1902 he performed it 
fifty-nine times, and with fairly satisfactory results. In the 
meanwhile great advances had been made in prostatic sur- 
gery. Since October, 1902, he had done 41 operations — 9 
perineal, 24 suprapubic and 8 Bottini. Every one of these 
three procedures he believed had a distinct place in the 
surgery of the prostate. The suprapubic operation of 
McGill, as modified by Fuller, was an excellent one. Were 
it not for the increased leakage liable to result from it, he 
thought it would as a rule be preferable to the perineal oper- 
ation. If properly performed, it was just as safe as the 
latter. It had been claimed that it required special strength 
on the part of the surgeon. Tliis was not the case, however, 
as it was a matter depending entirely on the manner in 
which it was done. Personally, he was in the habit of 
changing his hands after the proper cleavage had been 
foimd. If a cutting operation was not permissible, the use 
of the catheter was generally advised, but as a rule he 
thought the Bottini operation preferable. By means of it 
a cure could be effects!, so far as a cure was possible from 
surgery. To claim that this procedure had no place in sur- 
gery he thought was absurd. It was a common error to con- 
found impotence with sterility. The preservation of the 
*'ejaculatory bridge" of Young did not mean the saving of 
the potency of the patient. So far as this was concerned, 
the suprapubic operation afforded a better chance, and be- 
fore we operated the patient should always be informed 
of this fact. 

Dr. Eugene Tuller said that he had perfonned the 
modified McGill suprapubic operation about 250 times, and 
with a mortality fully as low as that of others. At the same 
time, he was not blind to the merits of other procedures. 
In a fairly large minority of cases he considered the perineal 
operation preferable, and he had employed it in nearly eighty 
cases. He did not believe in too large an incision, and in 
the main followed the method of Goodfellow. He was 
accustomed to make rather a low incision and then work up, 
so as not to injure the gut. In each individual case the sur- 
geon should think out carefully which operation was best 
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suited to the conditions present. The question was not one 
simply of getting out the prostate. When long drainage 
was called for in order to get the patient well, the perineal 
operation was absolutely contra-indicated. In malignant 
cases it was impossible to enucleate, and the greatest amount 
of care was required. In some instances a combined opera- 
tion, suprapubic and peritoneal, was advisable. In his work 
Dr. Fuller said he had educated his fingers so that in the 
manipulations required he could trust to them to ten times 
the extent that he could to his eyes. He therefore did not 
feel the necessity of great exposure, which was accom- 
panied with the danger of leaving a fistula. 

Dr. James Pedersen said that his experience had been 
limited chiefly to the Bottini operation and perineal pros- 
tatectomy. In regard to the Bottini operation his feeling 
coincided with that of Dr. Willy Meyer, and he would urge 
any one performing it to follow the rules so well laid down 
by Dr. Meyer. As to the perineal, he had been really sur- 
prised to see how much could be removed by means of this 
procedure. He had had no experience with Dr. Syms* 
tractor, and was accustomed to employ Young's metallic 
tractor. In some cases the masses were so deep-lying that a 
tractor could not be used. The forceps devised by Young he 
thought too long for use in the majority of instances, and 
he preferred the old placental forceps. 

Importance of the After-Treatment. — He considered the 
after-treatment of very great importance. There were four 
points which should especially be looked after in order to 
secure the greatest measure of success. These were: (i) 
short drainage; the tube should be removed early, say in 
from 24 to 48 hours. (2) As short a confinement to bed as 
possible. (3) Free diuresis (by means of plain water). 
(4) Mild catharsis. 
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